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With proper medical management and adequate 
control of seizures, epileptic persons may lead pro- 
ductive, functioning lives.'? To implement this goal, 
many clinicians have come to rely on DiLantin for 
outstanding control of grand mal and psychomotor 
attacks. For example, when DILANTIN was adminis- 
tered to 12 patients,’ all but one remained seizure- 
free in the hospital after the diphenylhydantoin 
blood level had reached its maximum. This patient 
experienced a single convulsion but had “...no 
further seizures during the subsequent three and 
® a half months of observa- 
DILANTIN tion.’’ DILANTIN SODIUM 
sopium Kavse*“S® (diphenylhydantoin sodium, 


HELPS KE? Parke-Davis) is available in 
HS SEIZURES several forms, including 
Kapseals, 0.03 Gm. and 0.1 

iN CHECK Gm., bottles of 100 & 1,000. 
other members of the PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
for grand mal and psychomotor seizures: PHELANTIN® 
Kapseals (Dilantin 100 mg., phenobarbital 30 mg., 
desoxyephedrine hydrochloride 2.5 mg.), bottles of 
100. for the petit mal triad: MiLontin® Kapseals 
(phensuximide, Parke-Davis) 0.5 Gm., bottles of 
100 and 1,000; Suspension, 250 mg. per 4 cc., 
16-ounce bottles - CELontin” Kapseals (methsuxi- 
mide, Parke-Davis) 0.3 Gm., bottles of 100. 
ZARONTIN® Capsules (ethosuximide, Parke-Davis) 
0.25 Gm., bottles of 100. See medical brochure for 
details of administration, precautions, and dosage. 


(1) Carter, S.: M Clin. North America 37:315, 1953. 


(2) Maltby, G. L.: J. Maine M. A. 48 257, 1957. PARKE-DAVIS 


(3) Buchthal, F.; Svensmark, O., & Schiller, P. J.: Arch. 
Neurol. 2:624, 1960. 59661 PARKE, DAVIS & COMPANY, Detro# 32, Michigaa 
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Following determination of basal secretion, 
intragastric pH was determined continuously by means of 
frequent readings dver a two-hour period. 
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New Creamalin: 


Antacid Tablets 


Buffers fast'* for fast relief of pain— 
takes up more acid 


Heals ulcer fast—action more prolonged in vivo 


Has superior action of a liquid, with the 
convenience of a tablet’ 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive dried aluminum hydroxide gel (stabilized 
with hexitol) with 75 mg. of magnesium hydroxide. New Creamalin 
tablets are pleasant tasting and smooth, not gritty. They do not cause 
constipation or electrolyte disturbance. 
Dosage: Gastric hyperacidity — from 2 to 4 tablets as needed. 
Peptic ulcer or gastritis— from 2 to 4 tablets every two to four hours, 
How Supplied: Creamalin Tablets, bottles of 50, 100, 200 and 1000. 
Also available: New Creamalin Liquid (1 teaspoon=1 tablet), 
bottles of 8 and 16 fl. oz. 
References: 1. Schwartz, I. R.: Current Therap. Res. 3:29, Feb., 1961. 
2. Beekman, S. M.: J. Am. Pharm. A. (Scient. Ed.) 49:191, April, 1960. 
3. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. Pharm. A. 
. (Scient. Ed.) 48:381, July, 1959. 4. Data in the files of the Department 
(l)) LABORATORIES of Medical Research, Winthrop Laboratories. 5. Hinkel, E. T., Jr. ; Fisher, M. P., 
New York 18, N.Y. and Tainter, M. L.: J. Am. Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


FOR PEPTIC ULCER ¢ GASTRITIS ¢ GASTRIC HYPERACIDITY 


JMSMS 
Say you saw it in the Journal of the Michigan State Medical Society 








the Journal 
(CHIGAN 
STATE MEDICAL SOCIETY 


Volume 60 Number 9 
September, 1961 











PUBLICATION COMMITTEE 
B. M. HARRIS, M.D., Chairman....Ypsilanti 
WILLIAM BROMME., M.D. Detroit 
OHN J COURY, M.D. veeeePort Huron 
ILTON A. DARLING, M.D. Detroit 
A. _ SCHILLER, M.D. é Detroit 
W. A. SCOTT, M_D., Sastnaes Kalamazoo 


Editor 


WILFRID HAUGHEY, M.D. 
610 Post Bldg., Battle Creek, Michigan 


Assistant Editor 
L. J. BAILEY, M.D. 
Medical Concourse, Northland Center 
Southfield, Michigan 


Secretary and Business Manager of 
THE JOURNAL 


D. BRUCE WILEY, M.D. 
8090 Clinton River Road, Utica, Michigan 


Executive Director 
WM. J. BURNS, LL.B. 


120 W. Saginaw Street, East Lansing, Michi- 
gan. Te 


All communications relative to exchanges, 
books for review, manuscripts, should be 
addressed to Wilfrid Haughey, M.D., 610 
Post Bldg., Battle Creek, Michigan. 


All communications regarding advertising 
and subscriptions should be addressed to Wm. 
J. Burns, 120 W. Saginaw Street, East Lans- 
ing, Michigan. Telephone 337-1351. 


Published monthly except two issues to be 
ae in January and August, by the 
Michigan State Medical Society as its official 
journal at 2642 University Avenue, Saint 
Paul 14, Minnesota. 


Second class postage paid at Saint Paul, 
Minnesota. 


Yearly subscription rate, $9.00; single copies, 
80 cents. Additional postage: Canada $1.00 
per year; Pan-American Union, $2.50 per 
year; Foreign, $2.50 per year. 

Office of Publication 
2642 University Avenue 
Saint Paul 14, Minnesota 
© 1961 by Michigan State Medical 
Society 


PRINTED IN U.S.A. 


My ICHIGAN 


THE COVER 

The cover illustrates some of the 
instruments used by otolaryngologists to 
provide the best possible medical care for 
the people. 


September, 1961 


IN THIS ISSUE 


STATE SOCIETY 
President’s Page 
“County-State” Programs Held Across State 
Highlights of The Council 
Doctor LeFevre Honored 
Work ot AMA Council on Drugs Spotlighted 
Michigan Medical Meetings and Clinic Days ............:::00+e0++ 1118 


PUBLIC RELATIONS 
Weekly Radio Series to Serve Physicians 
Communication Potentialities of the Printed Word 


SOCIO ECONOMICS 


Need for Committees Cited by Jay C 
Report on Free Care 
Michigan Home-Care Trial Continued 


CLINICAL 

Tumors of the Nose and Nasal Accessory Sinuses—James 
€. Croushore, 5 

Tuning or Pitch Forks—G. Donald Albers, M.D. 

End Results in the Treatment of 203 Cases of Carcinoma of 
the Larynx—Donald S. Bolstad, M.D. ......:ccccesscsesceeseeeseees 

The Surgery of Deafness. IV. The Surgery of Otosclerosis 
—Brian F. McCabe, M.D., and Frank N. Ritter, M.D. 

Professional Standards and Economic Status of Nurses in the 
United States—Daniel H. Kruger, Ph.D. .....c.cccescesssesseseeeee 

Prolonged Convalescence Following Uncomplicated Surgery 
Wei oF: Leta “WES, FD civicciasiesasseicnscasrtanescticpencecaes 

Drug Addiction—Some Considerations of Attitudes in the 
United States and Abroad—Max Warren, M.D. 

Report of Hysterectomies Performed at Sinai Hospital of 
Detroit, 1953-1959—Joseph Stern, M.D. 

Retroperitoneal Lipomata—Louis B. Gariepy, M.D. .............. 1185 

Treatment of Tinea Capitis with Griseofulvin—Herschel S. 
Zackheim, M.D. 


EDITORIAL 


Otolaryngology 

Legislation We Can Support 
Running Scared 

The Answer 


NATIONAL AND WORLD 
AMA Lists Topics for Clinical Meeting 
AOA Reacts to AMA Action 
Appoint McNerney Blue Cross President 


NEWS BRIEFS 


MISCELLANEOUS 


Michigan Department of Health 
Cancer Comment 

Heart Beats 

Michigan Authors 

In Memoriam 

Communications 


The Doctor’s Library 





OFFICERS OF THE SOCIETY 


1960-1961 


JOHNSON, M.D 


Lansing 





President-Elect 





H. 
‘Oro K. ENGELKE, M.D 





Secretary aioesnaieaikikectessetsgaaitie " wn vey, _ 


——- 


yo, 


H. , ae 


WICKLIFFE 
%. BRUCE WILEY M. 


E. 
W) 


JOHN J 


J. COURY, M.D 

OLDHAM, M.D. 

ROBERT V. DAUGHAR 
SON, M. 


Cc fermen 


FALLS, 


THE COUNCIL 


Coldwater 
Vice Chairman, Calumet 
D., Secretary, Utica 


District 





SCHILL 
. B. seep. ~_ IRS 








M.D 
; ALLEN sort M.D 
HISCOCK, M.D 

















TY, M.D 


























EXECUTIVE COMMITTEE OF THE COUNCIL 


MEIER, M.D 
MESPEVRE,” M.D 
#FEVRE MD 


r DeTar, 
. Hyland, 


Wa. 4 


R. L 


1106 


Chairman 





Vice Chairman 





Chairman, County Societies Committee 





Chairman, Pubiication Committee 











M.D.. Milan 


M. D., Grand Rapids, “Chairman 1 G. 
Sf ohnson, M.D.. Bay Ci . : 

wen, M.D., Detroit........... 
MD. Detroit. 


G. W. Sale, Ait D., RE Ee. y 


Detroit 


Chairman, Finance ce 
Vice Speaker 

President 
...President-Elect 











Treasurer 








DELEGATES TO A.M.A. 


Delegates 


Term 
Expires 
Ww. 


WwW. 
B. 
ity... M. 
M. 


Harris, 


. 
i 


Saltonstall, 


SECTION OFFICERS 
and Syphilology 


Jansing 


Dermat 
David Kahn, M 
hairman 
Jack N. Grekin, M.D 

Secretary 


Gastroenterology and Proctology 
George T. Bradley, M.D Detroit 
Chairman. 
Leonard C. Alexander, M.D 
Secretary 





Detroit 








Detroit 


General Practice 
Winslow G. Fox, M.D A 
Chairman 
Howard Robi 
Secretary 


Gy pain: 2 
Charles M. Bell 
» ant an 
C. DiLoreto, M.D 
oe 





and Obstetrics 
Pataieionuons Grand Rapids 


Detroit 





Internal Medicine 
Hugh W. Henderson, M.D..........0:0+ De 
hairman 
Ralph R. a M.D 
Secretary ‘ 
Nervous and Mental Diseases _— 
R. A. Jaarsma, Flint 
Chairman , 
G. H. Reye, M.D Flint 
Secretary 


troit 


Grosse Pte. 








Occupational Medicine 
William Jend, Jr., M.D 
Chairman 
John H. Ganschow, M.D...........0:0:rse+ Detroit 
Secretary 


hthalmology and Otolaryngol 
te Portfliet, M. Cael Roe Rapids 
Chairman (O ~hy 
Vital E. Cortopassi, M.D 
Co-Chairman (Oto.) 
Paul L. Cusick, M.D 
Secretary (Ophth.) 
S. Bolstad, M.D 
Co-Secretary (Oto.) 
Pediatrics 
John L. Doyle, M.D..........:c000+ Grand Rapids 
Chairman ta 
Scott T. Harris, M.D Ypsilant 
Secretary . 
Public Health and Preventive 
Medicine 
Vlado A. Getting, M.D................... Ann Arbor 
Chairman 
Ce PR, Bi vcscccscerestinespsiasl Ann Arbor 


Secretary 





ae ea 
James G. Wolter 

Vice a hagas (Pathology) 

P. Griffin, 

"Secretary VRetiology) 


Surgery 
Robert E. L. Berry, M.D 
Chairman 
Donald N. Sweeny, Jr., M.D 
Secretary 





Urology 
A. Waite Bohne, M.D 
Chairman 
Harry E. Lichtwardt, M.D........... Birmingham 
Secretary 


Alternates 


Expires 


Babcock, M.D., Detroit................. 
M. D., Charlevoix 
Wellman, M.D., ‘Lansing. vi 
M.D., *Ypsilanti...... 

. Leader, M.D., Detroit......... 
g Heidenreich, M. D., Daggett 
N. Sweeny, Jr., 


M.D., Detroit.. 





For the 


irritable 
G.I. tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 
Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


(i) WALLACE LABORATORIES Cranbury, N. J. 





Where emergency power is 
a matter of life and death— 





Depend on Kohler Stand-by Electric Power 


A Michigan regulation says you must 
have stand-by electric power. But that 
power is only as dependable as the plant 
that supplies it. That’s why hospitals 
throughout the country trust Kohler 
Electric Plants to supply life-saving 
electricity in a power blackout. 

Kohler plants are renowned for long, 
trouble free operation with minimum 


maintenance. They are equipped for 
automatic, unattended take-over of 
emergency loads. Available from 500 to 
115,000 watts. Gasoline or Diesel oper- 
ated. For an estimate of your stand-by 
power needs call the Kohler Detroit 
office, 1025 Fisher Building, 3001 West 
Grand Boulevard, consult the yellow 
pages, or write directly to us. 


Model 100R81 
100KW, 


420/208 volt AC 


KOHLER or KOHLER 


Kohler Co., Estab. 1873 * Kohler, Wisconsin 


ENAMELED IRON AND VITREOUS CHINA PLUMBING FIXTURES « ALL-BRASS FITTINGS 
ELECTRIC PLANTS « AIR-COOLED ENGINES « PRECISION CONTROLS 
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It takes so little to trigger an asthmatic attack... 


it takes so little I\\ O RE to control it... 


the simple addition of ATARAX to your classic anti- 
asthmatic therapy increases therapeutic success even in 
difficult patients Each MARAX tablet contains: ATARAX® (hydroxyzine HCI) 10 mg.—an 


antihistaminic tranquilizer beneficial in bronchial asthma and allergy." 
Ephedrine sulfate 25 mg.—to reduce congestion. Theophylline 130 mg. 
—for bronchospasmolysis. 


“Superiority of [MARAX] seems attributable to the inclusion in it of hydroxyzine in place of the conventional 
barbiturates."2 In a series of patients generally refractory to the usual antiasthmatics, and who required 
steroids in order to obtain temporary relief, 70% showed good to excellent symptomatic relief with MARAX. 
Patients “...slept more comfortably and breathed more easily. The characteristic asthma wheeze was either 
markedly reduced or entirely relieved.” 


If your asthma patients do not respond to standard therapy, they may need the “little MORE” that 
MARAX offers. 


Usual adult dosage: One tablet 2 


to 4 times daily. Full prescription 
information on request. Supplied: 
Bottles of 100 light blue, scored 
‘ tablets. Prescription only. 

: References: 1. Santos, |. M. H., and 
Unger, L.: Ann. Allergy 18:172 (Feb.) 
1960. 2. Chariton, J. D.: Ann. Al- 
lergy, In press. 3. Shaftel, H. E.: 

® Clin. Med. 7:1841 (Sept.) 1960, 

New York 17, N. ¥. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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Today’s little “limey” needs a half barrel of orange juice 


...0r, to be exact, a total of 2,106 ounces 
in his first two years. And how much 
he’ll need during his first twenty years 
would have to be measured by the truck- 
load, because the need for the nutrients 
contained in Florida orange juice con- 
tinues throughout life. 

How our little “limey” or any of your 
other patients obtain the vitamins and 
nutrients found in citrus fruits is im- 
portant to them and to you. There are 
so many wrong ways, so many substi- 
tutes and imitations for the real thing. 


For a way that combines real nutri- 
tion with real pleasure, there’s nothing 
better than the oranges and grapefruit 
ripened under Florida’s own sunshine. 
Somehow, nothing can surpass the 
result of the combination of sun, air, 
temperature, and soil found in Florida. 

It’s good nutrition to encourage 
people to drink orange juice. It’s even 
more judicious to encourage them to 
drink the juices and eat the fruits 
watched over by the Florida Citrus 
Commission. These men set the world’s 


highest standards of quality in fresh, 
frozen, canned, or cartoned citrus fruits 
and juices. 

When you suggest to your patients 
that they have a big glass of orange juice 
for breakfast, or for a snack, or when 
they want to raid the refrigerator, the 
deliciousness of Florida orange juice will 
give you assurance that they’ll want to 
carry out your recommendation. You’ll 
be helping them to the finest drink there 
is—by the glassful or the barrel. 


iy 
© Florida Citrus Commission, Lakeland, Florida 
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relax painful skeletal muscle spasm with 


ROBAXIN 


Methocarbamol ‘Robins’ S. Pat. No. 2770649 INJECTABLE 
WITHOUT DROWSINESS assure continued relaxation with 


ROBAXIN 


Methocarbamol ‘Robins’ 7 ABI ETS 
4 dtd A 


Published studies show Ropaxin Injectable and Rosaxin Tablets beneficial 
in 90% of cases tested. 


Literature available to physicians on request. 


SUPPLY: Rosaxin Tablets, 0.5 Gm. (white, scored) in bottles of 50 and 500. Ropaxin 
Injectable, each ampul containing 1.0 Gm. of methocarbamol in 10 cc. of sterile solution. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity .. . seeking tomorrow’s with persistence 
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The uniformly dependable antispasmodic-sedative action of DONNATAL 
relieves hypermotility, hypertonicity and spasticity of smooth muscle 

at all levels of the gastrointestinal tract: pharynx, esophagus, stomach, small 
intestine and large intestine. 


Donnatal incorporates natural belladonna alkaloids in optimal synergistic 
ratio, supplemented by phenobarbital in low dosage, for concurrent control of 
both somatogenic and psychogenic factors. 


For dosage flexibility — 
TABLETS 
CAPSULES 
fiehreie.. - wat om ELIXIR 


Antispasmodic maintenance under a t.i.d. dosage regimen 


For prolonged effects — 


EXTENTABS” 


4 1 
é 


All-day or all-night spasmolytic benefits on a single dose, equal to the effect of one DONNATAL tablet uniformly sustained for 10 to 12 hours. 


ff N 
a 











In each Tablet, In each ae 


Capsule, or 5 cc. Elixir Extentab 


Hyoscyamine sulfate 0.1037 mg. 0.3111 mg. 
Atropine sulfate 0.0194 mg. 0.0582 mg. 
Hyoscine hydrobromide , 0.0065 mg. 0.0195 mg. 
Phenobarbital (4 er.) 16.2 mg. (34 er.) 48.6 mg. 


DONNATAL 


natural belladonna alkaloids with phenobarbital 


Making today’s medicines with integrity... 


Prescribed by more physicians than any other antispasmodic seeking tomorrow’s with persistence 
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LET US 
STAND TOGETHER 


This will be my last President's Page— 


Next year you will have the privilege of hearing from 
Dr. Otto K. Engelke of Ann Arbor, who has earned 
the right to your unqualified support. | wish him the 


very best. 


This year has been for me a most significant highlight 
of my professional career. It has not been easy, neither 
has it been boring. | wish that each of you might 
have had the opportunity | have had to meet and know 
the members of this great Society, and those in direct 


relationship to it. You would be proud as am |. 


My final plea as | step down is this: may we always 
give of our very best to the people we serve as physi- 
cians; may we also give our very best to those who are 
so intimately a part of our lives, our fellow Doctors of 


Medicine. 


Let us stand together behind the ideals which we have 
accepted as our individual responsibility. This is our 
strength, and through this strength will come the satis- 
faction of a job well done, for each of us and for all 

President of us of the Michigan Society. 


Michigan State Medical Society My sincere thanks and deep appreciation goes to 


each member for the good work done this year. 


JMSMS 





“County-State” Programs 
Held Across State 


The result of the “County-State Society Night Programs” has been 
gratifying, reports Kenneth H. Johnson, M.D., MSMS President. 
Last fall, Doctor Johnson wrote to each of the component county 
medical societies suggesting that they consider such a project. Quite 
a number responded. 

The idea for “County-State Society Nights” came from the 1960 
House of Delegates meeting in Detroit. The MSMS Council, in its 
recommendations, suggested that component societies be encouraged 
to sponsor “County-State Society Nights” once per annum, to augment 
communications and to present information on vital matters to the 
full membership of the county units. The House concurred. 

Dr. Johnson sought requests from interested component societies 
to invite officials and staff members to county meetings. 


a 


MOST RECENT of such reports was given at the 66th annual 
meeting of the Upper Peninsula Medical Society at Menominee in 
June. Doctor Johnson gave a report on MSMS as part of the UP 
meeting. 

Another summer meeting was the Van Buren County Medical So- 
ciety meeting at Paw Paw. H. J. Meier, M.D., chairman of The 
MSMS Council, and Lester P. Dodd, MSMS legal counsel, presented 
the program. 

An interesting event was the meeting at Big Rapids recently when 
the Mecosta-Osceola-Lake Medical Society not only observed its 
“County-State Society Night” but also invited members of the other 
professions. Hugh W. Brenneman, MSMS public relations counsel, 
spoke. 


SEVERAL PROGRAMS were held in the spring. Genesee County 
Medical Society presented a program at Flint with Doctor Meier and 
Wm. J. Burns, executive director, as the speakers. The county socie- 
ties of Huron, Lapeer, Sanilac and St. Clair co-sponsored a meeting 
at Lexington with President Johnson as the speaker. The Jackson 
County Medical Society spotlighted President Johnson and Mr. 
Brenneman. 

Other programs since the first of the year have included appear- 
ances by Frederick C. Swartz, M.D., Lansing, and Mr. Brenneman 
at the Bay-Arenac-losco society; and Mr. Brenneman also at the 
Muskegon County Medical Society. Another was the presentation 
by Doctor Meier at Gaylord to the North Central Society. 


STATE 
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HIGHLIGHTS of The 


Meeting of July 13-14, 1961 


Following afternoon and evening meetings of the 
four Standing Committees of The Council (Advisory 
Committee to the Executive Director, County Societies 
Committee, Finance Committee, and Publication Com- 
mittee), The Council met for two days and discussed 
81 items. Chief in importance were: 

@ Employment of an MSMS Economist. The report 
of the ad hoc Committee on Financial Possibilities 
of Implementing Medical Care Study Committee’s 
recommendation to employ an MSMS Economist 
was given study. The Council took action to retain 
economic consultants to continue evaluating the 
McNerney Report; these consultants will ‘work 
under the direction of a special committee appointed 
by the Chairman until the House of Delegates 
meets; an interim fund of $3,000 was appropriated. 
Chairman of the Interim Committee is H. F. Falls, 


M.D., of Ann Arbor. 


@ Policy re podiatry. The American Medical Asso- 
ciation House of Delegates, in June, 1961, approved 
a policy statement on podiatry which had been 
submitted by the American College of Orthopaedic 
Surgeons. This AMA statement has been sent to 
the two Michigan orthopaedic groups for their re- 
view and comment; it subsequently will be pre- 
sented to The Council for approval and referral to 
the MSMS House of Delegates as the MSMS State- 
ment of Policy re Podiatry. 


@ Nominations for members of Michigan State Board 
of Registration in Medicine. Pursuant to statute, 
MSMS submitted 25 names to the Secretary of State 
(with copy to the Governor) for five State Board 
vacancies as of September 30, 1961. 


@ Wm. A. Hyland, M.D., Grand Rapids, Chairman 

of the MSMS Delegates to the AMA House of 
Delegates, presented brief report on actions taken 
by the AMA at its June, 1961 meeting in New 
York City. 
Annual Report of Relative Value Study Committee 
was presented by Chairman Luther R. Leader, M.D. 
and Vice-Chairman A. Jackson Day, M.D., both of 
Detroit. The Council received this report with high 
commendation and referred it to the House of 
Delegates; The Council also authorized that copies 
of this report and the Relative Value Study book 
be sent to each member of the House of Delegates 
and to Alternate Delegates. 

@ Committee Reports. The following were considered: 
Standing Committees of The Council; (1) Advisory 
Committee to the Executive Director, (2) County 


1116 


Council 


Societies Committee, (3) Finance Committee, (4) 
Publication Committee—all having met July 12; 
Diabetes Control, meeting of June 7; Disaster 
Medical Care, June 7; Medical Care Insurance 
Committee, June 7; Child Welfare Committee, June 
14; Liaison Committee with State Bar of Michigan 
and ‘with Representatives of Michigan Hospital As- 
sociation, June 14; Legal Affairs Committee, June 
14; Medical Care Study Committee, June 18; 
Geriatrics Committee, June 20; Education Liaison 
Committee, June 22; Postgraduate Medical Educa- 
tion Committee, June 29; Ad hoc Committee (of 
The Council) to Expedite Council Meetings, July 
13; also considered were the minutes of the Michi- 
gan Cancer Coordinating Committee, meeting of 
May 25. 


@ Councilor Conferences. Chairman H. J. Meier, 
M.D., reminded that these Conferences are to be 
held in advance of the House of Delegates Annual 
Session. 


@ Meeting with Governor John B. Swainson. The 
Governor expressed his greetings to The Council 
and commented on the health goals to which he 
and the medical profession aspire. The Council 
Chairman thanked the Governor for his attendance 
and remarks. 


@ The Annual Report of Michigan Medical Service 
was presented by President G. Thomas McKean, 
M.D., of Detroit (this is to appear in the Hand- 
book for Delegates). 


@ Report on the new MSMS headquarters was pre- 
sented by President K. H. Johnson, M.D., of 
Lansing, local representative of the Big Look Com- 
mittee. 


@ Otto O. Beck, M.D., of Birmingham, President of 
the Beaumont Memorial Foundation, reported on 
the Memorial’s new furnishings, including 2 tior- 
amas, and a bas relief of Doctor Beaumont created 
by Marshall Fredericks and contributed by Oak- 
land County physicians. Dr. Beck displayed the 
new booklet, “Beaumont and the Mackinac Island 
Miracle” now available for sale both in the Me- 
morial and from the Foundation at fifty cents per 
copy. A letter of thanks to feature writer Robert 
Lubbeck of the Detroit News, thanking him for the 
splendid article on the new booklet which appeared 
in the Sunday, July 9 News, was authorized. 


@ President-Elect Otto K. Engelke, M.D., reported on 
content of statement he will present at the Con- 
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HIGHLIGHTS OF THE COUNCIL 


gressional Hearing on the King-Anderson Bill in 
Washington on July 27. 


@ Policy re committee voting. The Council decided 
the policy that voting members of MSMS Com- 
mittees must be members of the Michigan State 
Medical Society. 


@ Secretary D. Bruce Wiley, M.D., of Utica, reported 
he had written the Michigan Crippled Children 
Commission asking that it eliminate the provision 
of 10 days’ after-care as part of surgical fees which 
now prevails and instead that the Commission fol- 
low the Uniform Fee Schedule for Governmental 
Welfare Agencies to the extent that it allow a daily 
after-call starting the first day after surgery. 


@ The Secretary's Monthly Report was approved in- 
cluding use of the MSMS Secretary’s Letter to 
publicize the Michigan Heart Association’s Wet 
Clinics which have been in operation some three 
years. 

@ Speaker J. J. Lightbody, M.D., of Detroit, reported 
on innovations that would make the 1961 House 
of Delegates’ Session in Grand Rapids more efficient, 
including request to all Delegates to submit resolu- 
tions prior to September 1 so they may be placed 
in the Delegates’ Handbook. 


@ The annual joint meeting between the MSMS 
Council and the Michigan Crippled Children Com- 
mission was held with reports on the Commission’s 
activities being made by Chairman Martin Fleming, 
Clifford Brainard, M.D., Hospital Field Representa- 
tive, Clifford Benson, M.D., of Detroit, member of 
MCCC Medical Advisory Committee, and Carleton 
Dean, M.D., Director of MCCC. Report was made 
that 159 hospitals are now approved for afflicted 
child care and 58 hospitals for crippled child care. 
Other representatives of the Commission present 
besides Chairman Fleming were Member Mrs. Freda 
Engbloom of Iron Mountain, and Advisory Com- 
mittee Member R. E. Fisher, M.D., Battle Creek. 


@ Welfare contract. Councilor J. J. Coury, M.D., of 


Port Huron, reported that the St. Clair Medical 
Society successfully had negotiated a new welfare 
contract with the County Welfare Board, which, 
by using an escalator plan for three years, will 
reach in 1964 the Uniform Fee Schedule for 
Governmental Welfare Agencies. 


@ Legal Counsel Lester P. Dodd of Detroit rendered 
opinion on propriety of a physician furnishing a 
report to an insurance carrier without the con- 
sent of the injured person who was an employee 
subject to Workmen’s Compensation Act; opinion 
re bequests of parts of the human body made by 
a person prior to his death; opinion on granting 
or withholding of hospital staff privileges; opinion 
re legal implications of photographing patients pre- 
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sented at scientific meetings; opinion re mediation 
committee of a component society acting on a com- 
plaint which is at issue in actual litigation; opinion 
on use of a congenital malformed fetus as a labora- 
tory or research specimen, without consent of 
natural mother. 


@ Maternal Health case studies. The Council com- 


mended the MSMS Maternal Health Committee 
for developing these case studies, The Council be- 
lieving that this material is good and valuable for 
educational purposes. 


@ Public Relations Counsel’s report included up-to- 


date information on state and federal legislation; a 
Career Day held July 7-8 at Alma College; and 
authorization for questionnaire to component socie- 
ties re information on medical care of the aged as 
implemented by Kerr-Mills (Federal) and Medical 
Aid to the Aged (Michigan) legislation. 

Matters of mutual interest were discussed with 
Michigan Health Commissioner A. E. Heustis, M.D., 
of Lansing. 


Sir Earle Page, Minister of Health of Australia and 
former Prime Minister of that Country, outlined 
to The Council the development and present status 
of the Australian Health Care Plan. Sir Earle, 
author of a book entitled “What Price Medical 


Care?”, answered questions asked by members of 
The Council. 


@ Annual Report of The Council ‘was submitted, 


amended in minor areas, and approved for reference 
to the House of Delegates. A resumé of the An- 
nual Report of The Council is to be printed and 
mailed to all MSMS members as the “Annual Re- 
port of the Michigan State Medical Society” to- 
gether with a résumé of the 1961 House of Dele- 
gates’ actions, early in October. 


@ Annual joint meeting with the Board of Michigan 


Hospital Association was held and matters of mu- 
tual interest were discussed. 


@ The annual! joint meeting with the Michigan Health 


Council Board also was held, with progress reports 
and problems discussed generally. 


@ Appointments: C. P. Anderson, M.D., Detroit, 


Chairman of the MSMS Disaster Medical Com- 
mittee, was appointed to represent MSMS at the 
AMA Conference on Disaster Medical Care, No- 
vember 4-5 in Chicago; R. W. Teed, M.D., of Ann 
Arbor, and staff personnel were authorized to attend 
the AMA Institute (formerly the Public Relations 
Institute) in Chicago, August 31-September 1. 
Executive Director Wm. J. Burns was authorized 
to attend the American Society of Association 
Executives’ annual meeting in Denver to receive 
the “Certified Association Executive’ Award which 
is being presented for the first time to some 35 
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association executives in the United States; R. L. 
Rapport, M.D., of Flint, was authorized to attend 
the Tuberculosis Conference in Chicago on October 
11, a meeting sponsored jointly by the AMA, and 
the TB Associations. 

H. F. Falls, M.D., Ann Arbor, was appointed as 
MSMS representative to the Governor’s Commission 
on Study of Hospital and Medical Economics in 
Michigan, with Otto K. Engelke, M.D., of Ann 


Arbor, as alternate. 


@ H. J. Meier, M.D., of Coldwater, Chairman of The 
Council, announced his intention to resign as of 
the last meeting of the 1961 MSMS House of 
Delegates (Tuesday, September 26, 1961), which 
decision was received with regret by all members 
of The Council. 


Doctor LeFevre 
Honored 


The Michigan State Pharmaceutical Association at 
its recent annual convention, presented a “Distinguish- 
ed Service Award” to William 
M. LeFevre, M.D., Muskegon, 
past president of the Michigan 
Association of the Professions. 
The award recognized Dr. Le- 
Fevre for his outstanding efforts 
in promoting the professions 
through MAP, and for his con- 
tributions “to the advancement 
of health education, health or- 
ganization, and research and pro- 
gress in pharmacy, and _ allied 


W. M. LeFevrs, M.D. 


professional fields.” 


Register Now to Attend 
U-M Doctors’ Day 


The third annual Doctors’ Day Program at the 
University of Michigan Medical Center, Ann Arbor, 
Michigan, will be held on Friday and Saturday, 
October 20 and 21. 

The program this year includes a drug seminar, a 
section on selected problems in trauma, and a medical- 
surgical grand rounds session at which time several 
interesting cases will be presented and discussed. This 
program coincides with the Homecoming activities of 
the University of Michigan and will be concluded by 
the Michigan-Purdue Football game on Saturday, 
October 21. An interesting program for the wives has 
been outlined. 

To facilitate matters, doctors are asked to register 
in advance with the University of Michigan Extension 
Service. 


AMAS to Meet 


The American Medical Assistants Society will hold 
its fifth annual meeting October 13-15 at Reno, 
Nevada. John W. Rice, M.D., Jackson, is chairman 
of the AMAS national advisory committee. 


Blues to Confer 


National Association of Blue Shield Plans will meet 
at the Drake Hotel in Chicago, October 23-24. More 
than 400 delegates will be in attendance, including 
state and local medical society officers and secretaries, 
as well as physician-trustees and executives of Blue 
Shield Plans. Leonard W. Larson, M.D., President 
of the American Medical Association, will be the 
featured speaker. 





1961 
September 24-25-26 


September 


September 


September 


October 19 
October 20-21 
October 25 


November 7-8- 


U-M Doctors’ Day 


December 6 


1962 
February 28-March 1-2 





MICHIGAN MEDICAL MEETINGS AND CLINIC DAYS 


MSMS House of Delegates 


MSMS Annual Scientific Session 


Michigan State Medical Assistants Society 


Woman’s Auxiliary to MSMS 


Calhoun County Clinic Day Battle Creek 


Bronson Hospital Clinic 
Annual Fall Postgraduate Clinic Detroit 


Annual Symposium on Trauma Detroit 


Michigan Clinical Institute 


Pantlind Hotel, 
Grand Rapids 


Pantlind Hotel and 
Civic Auditorium, 
Grand Rapids 


Occidental Hotel, 
Muskegon 


Pantlind Hotel, 
Grand Rapids 


Ann Arbor 


Kalamazoo 


Detroit 
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DESITIN @ 


OINTMENT 
with HYDROCORTISONE (1 


anti-inflammatory, antipruritic 
hydrocortisone.... 


enhanced by time-tested soothing, 
healing Desitin Ointment formula.... 


controls pain, itching and inflamma- 
tion as it promotes healing in: 


eczematoid dermatitis (allergic, in- 
fantile, nummular, etc.), seborrheic 
dermatitis, anogenital pruritus, neuro- 
dermatitis, contact dermatitis (poison 
ivy, oak, sumac). 


formula of Desitin HC Oint- 
ment with Hydrocortisone: 
Hydrocortisone (alc.) 1%, 
Norwegian Cod Liver Oil 
(rich in unsaturated fatty 
acids and vitamins A and D), 
zinc oxide, talcum, petrola- 
tum, and lanolin. Applied 2 
to 4 times daily. 


Supplied: in tubes of 14 oz. 
and 1 oz. 


Request samples on Rx blank or letterhead 


DESITIN CHEMICAL COMPANY 812 Branch Avenue, Providence 4, R. |. 


NOTE: DESITIN OINTMENT, as such, is of course available as always. 
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OXYTETRACYCLINE WITH GLUCOSAMINE 


in sinusitis 








According to a recent report* on the effectiveness 
of ‘Terramycin in 106 cases of upper respiratory 


tract infection: 


[ Terramycin | 


The results reported in this and many other stud- 
ies confirm the vitality of Terramycin for broad- 
spectrum antibiotic therapy and demonstrate why 


—increasingly—the trend is to Terramycin. 


Terramycin 


OXYTETRACYCLINE WITH GLUCOSAMINE 
ADA Q 
CAPSULES 250 mg. and 125 mg. per capsule 


convenient initial or maintenance therapy 


in adults and older children 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


*Jjacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961 


In brief | 





The dependability of Terramycin in daily 
practice is based on its broad range of 
antimicrobial effectiveness, excellent 
toleration, and low order of toxicity. As with 
other broad-spectrum antibiotics, 
overgrowth of nonsusceptible organisms may 
develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility 
testing. Glossitis and allergic reactions to 
Terramycin are rare. Aluminum hydroxide 
gel may decrease antibiotic absorption and is 
contraindicated. 

More detailed professional information available on request. 


TERRAMYCIN Syrup/ Pediatric Drops 
125 mg. per tsp. and § mg. per drop 
(100 mg./cc.), respectively—deliciously 
fruit- flavored aqueous forms... 
preconstituted for ready oral administration 

TERRAMYCIN Intramuscular Solution 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—the broad- 
spectrum antibiotic for immediate intra- 
muscular injection ... conveniently 
preconstituted ... notably well tolerated at 
injection site with low tissue reaction 
compared to other broad-spectrum antibiotics 





Science for the world’s well-being® 


Dear Doctor: 


Reports from our representatives indicate that many physicians would appreciate 
simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 


The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
antibiotic absorption when glucosamine i is employed in oral administration. To permit each 
physician individually to study this evidence and choose which form he would prefer to 
prescribe, we offered Terramy cin in both forms—that is, in the regular Terramycin forms 
without glucosamine, and in the “Cosa” forms with glucosamine. 


This distinction appears to be no longer necessary since glucosamine, a highly acceptable 
excipient for oral antibiotics, now is being incorporated uniformly in all such forms, 
thereby simplifying nomenclature and your prescription writing. 

Accordingly, and effective immediately, forms incorporating glucosamine will be offered 
simply as Terramycin without the “Cosa” prefix. 

To make clear just which forms are affected, please refer to the brief tabulation (below) 
of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 


We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify your writing of prescriptions for Terramycin products. 
We welcome your comments on this action and on any other phase of our operations, 
since it is our objective to render every service as efficiently as possible to our friends 
in the medical profession. 

Sincerely, 

PFIZER LABORATORIES 


The following table indicates the former name and the current name of Terramycin 

systemic preparations: 

FORMERLY NAMED NOW NAMED 

- Cosa-Terramycin® Capsules ____Tarramycin® Capsules 
Cosa-Terrabon® Oral Suspension ____Terramycin Syrup 


Cosa-Terrabon Pediatric Drops Terramycin Pediatric Drops 











and simpler names for these Terramycin-containing formtulations: 


Cosa-Terrastatin® Capsules _Terrastatin® Capsules ait 
Cosa-Terrastatin for Oral Suspension ~ Terrastatin for Oral Suspension _ 
Cosa-Terracydin® Capsules Terracydin® Capsules 

...and these names remain unchanged: 


Terramycin Intramuscular Solution 
Terramycin Intravenous 





*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramycin is enhanced by its specialized dosage forms adapted 
to individual needs—another reason for the trend to Terramycin. 
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when your patient needs 
a potent steroid...simplified control 
of subacute or chronic disease... 
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w Aristocort Forte 
TRIAMCINOLONE 

Diacetate Parenteral Suspension Lederle 


highly effective repository action with single, 
or infrequent, I.M. injections 


Single I.M. doses of ARISTOCORT FORTE 4 to 7 times the usual daily oral 

dose can control symptoms 4 to 7 days, or even longer —sometimes up to 4 weeks 
in responsive conditions. ... Total amount of steroid required is 

often less than with oral forms. Thus, steroid side effects are 

minimized. Another advantage of ARISTOCORT FORTE: may 


be given through a small-gauge needle, causing the patient no 


discomfort... plus the special advantages of triamcinolone. 


a Ss 


= 


INDICATIONS: Asthma and other allergies, including allergic rhinitis, 
hay fever, drug reactions; dermatoses, including psoriasis, poison ivy, 
urticaria, atopic eczema, pruritus; rheumatoid arthritis and other 
musculoskeletal conditions. 
ARISTOCORT FORTE Parenteral — a suspension of 40 mg./cc. of 
triamcinolone diacetate micronized in: polysorbate 80 USP... 0.20%; 
polyethylene glycoi 4,000 USP ...3%; sodium chloride... 0.85%; 

‘ 


benzyl alcohol... 0.90% ; water for injection q.s.... 100 


hydrochloric acid to approx. pH 6. 

Not For Intrave nous Use 

Request complete information on indications, dosage, precautions and 
contraindications from your Lederle representative, or write to 
Medical Advisory Department. 


t Lederle } LEDERLE LABORATORIES 


A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 















all day..-all night 
with only 
one Extentab, b.1.d. 





NEW 


Dimetapp Extentabs 


let your sinusitis, allergy and U.R.|. patients breathe easier! 


pimetape Extentabs contain Dimetane*(parabromdylamine [brompheniramine] maleate) 12 mg., 
phenylephrine HCl 15 mg., and phenylpropanolamine HCI 15 mg., a proved antihistamine and two 
outstanding decongestants. The dependable Extentab form provides sustained relief from the 
stuffiness, drip and congestion of sinusitis, colds and U.R.1|. for 10-12 hours with a single dose. 


A. H. ROBINS CO., INC. A RICHMOND 20, VIRGINIA 
MAKING TODAY'S MEDICINES WITH INTEGRITY ey SEEKING TOMORROW'S WITH PERSISTENCE 


Week ly Radwo Serves 
To Serve Physicians 


Detroit radio station WDTM is presenting each Tuesday a “Medi- 
cal News Service” expressly for physicians in the Detroit metropolitan 
area. Produced in cooperation with the Detroit office of the Michigan 
State Medical Society, the program is aired each Tuesday between 
12 noon and 3:05 p.m. 

Following WDTM’s noon newscast, announcements of the coming 
week’s medical meetings and events are broadcast. A 90-minute 
interpretive medical feature is presented at 12:30 p.m. At 1 p.m., 
current medical news of interest to physicians is offered in a five- 
minute report prepared by the Michigan State Medical Society. 

The 2 p.m. feature is a medical abstract, selected for broadcast 
by the Michigan State Medical Society. At 2:30 p.m. another inter- 
pretive medical feature is presented, and following the 3 p.m. news, 
the Medical News Service features an interview by Dan Price, 
WDTM editorial consultant and radio personality, long a favorite 
with Detroit listeners. The interview with an M.D., or a competent 
lay authority, is concerned with pertinent medical developments. 

Both WDTM and MSMS will welcome comments and/or sugges- 
tions concerning this specialized news service. 


Communication Potentralirtres 


Of the Printed Word 


By JEAN WortH, Editor, Escanaba Daily Press 


(Last of three installments of a paper presented before the 1961 
MSMS County Secretaries-Public Relations Seminar. The first part 
of the paper appeared in the June issue and the second part in the 
August number) 


It is said that to a mouse, cheese is cheese; and that that’s why 
mousetraps work—but humans shouldn’t be mousetrapped! 

What are the American public’s “identification reactions to the 
word medicine?” Do some of them include: 


Patent medicine . .. A drink of Old Grandad . . . Punishment . . . The 
top of the prospect list at the Cadillac agency . . . Scientific medicine 
. . . The doctor’s lobby . . . Grandma’s last chance . . . Opposition to 
the United Auto Workers’ health care plan . . . The company should 
pay for health insurance . . . Autopsy on the Forand Bill . . . The best 
humanist expression of scientific advancement . . . Medical profession 
economic conservatism in collision with militant political socialism. 


The doctor’s reaction to the word obviously is different than that 
of the politician (unless he’s ill), the patient, the welfare administra- 
tor, the octogenarian, the collegian, the bride of a year. 

The doctor knows this, of course. You’ve got to be highly in- 
telligent to get through a medical school, but it is notable that the 
same doctors ‘who have been so impressed by the increased incidence 
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of psychosomatic illness haven’t noted the prevalence 
of psychosomatic public opinion. 

Like our other scientists, the physician has been so 
intensely occupied by the play that he has neglected 
the theater. He cannot be fully effective this way. 
His patient does not live in a vacuum. He, too, is a 
citizen. 

Even when the doctor uses all means of communi- 
cation, the printed word, the radio word, the television 
picture and word, it will be difficult enough for him 
to make the knowledge of his profession meaningful 
to the public. The complexity becomes more difficult 
to explain and the audience becomes more distracted 
by competitive interests and particularly by diversions. 

When the scientist feels no obligation to explain his 
science the public is even more apt to err in policy 
because other partisans have their say with less effec- 
tive opposition. 


Students of advertising are taught that, psychologi- 
cally, the end of man is action. Even if man is an 
encyclopedia, he’s a walking encyclopedia and the 
information that he has should tell him where to go 
and how to get there. This is the function of the 
printed word. 

But to attribute to cold type the power to inspire 
is absurd. 

The power of words is appeal to human nature. 
To exercise any power they must be read and acted 
upon. The power of the printed word rests on the 
nature of man. He reacts to any stimulation. 

It has been said that on the printed word depends 
our entire system of education, government, law and 
religion; that we have no substitute for the permanent 
values inherent in the printed word. 

Whether or not this is true, it is obvious that we 
are in a reading habit unparalleled in any era. Our 
reading public has grown even faster than our popula- 
tion and this leads us to great expectations, but we 
must be mindful that reaction to reading, and not the 
mere action of reading itself, is what is important. 

When I left breakfast for work one morning re- 
cently, my wife was watching our Senator McNamara 
and a representative of the AMA speak on medical 
care for the aged on TV. At noon, | asked her im- 
pression of the program and she thought that Mc- 
Namara had come off pretty well. This is revealing. 

The medical profession has created an extra age for 
the elderly by medical advances. Are the authors of 
this extension of the life span now to be elbowed 
aside by the politicians as unfit to care for the patients 
they have saved? 

What is medical care for the aged semantically? 

Is it a politician’s perpetuation in office until death 
of old age? 


1128 


Or is it a huge step into socialized economics? 
Senator McNamara sounded good on TV because hu- 
manity is a fine sermon topic forever, and economics 
are serious, complex and repellent. Who wants to be 
reminded of the burden of medical care under social 
security? Persons entering security coverage now 
could get a better pension for their money from an 
insurance company—if they had a choice. 

Arthur Mitchell, the U. S. commissioner of social 
security, was in our town last summer and | had a 
bottle of beer with him and the manager of our dis- 
trict social security office. To the local manager, social 
security is a sort of religion and save-all. But Old 
Pro Mr. Mitchell has no mystic feeling about it. “All 
we do,” he said, “is to take the money you send to 
Washington and give it back to you, less a certain 
amount for administration.” This was almost heresy 
to the local manager. It spoiled his beer. 

These are the semantics of medical care for the aged. 


Cheese is cheese, but medical care for the aged is 
different. Doctors shouldn’t be mousetrapped by it in 
public opinion. The way to avoid it is for all of them 
to regard public education as an inseparable obliga- 
tion of medical practice in a democracy. This is a 
two-way street. The necessity for explanation often 
influences policy. 

The public reaction to the printed ‘word from the 
medical profession will be strongly influenced by the 
“identification reaction” to our doctors. This is a 
“who done it” of enormous importance to America’s 
future. 

The medical profession has achieved wonderfully 
well for Americans in medical science. 

It has not done nearly as well in medical edu- 
cation of the public. 

Hence its public image is not as great as its true 
stature. 

For the profession, this may be only regrettable, 
but for the public, it can be tragic. The hope for 
improvement must rest heavily upon the medical 
profession. 


Course Developed 


The Board of Trustees of the American Medical 
Association has endorsed a joint project with the 
University of Chicago to prepare and present a home 
study course entitled ‘‘Legal Problems in the Practice 
of Medicine.’ The AMA looks on this course as a 
means of providing the physician with an opportunity 
to acquire some knowledge of the principles and opera- 
tion of American law as well as the interrelationships 
of law and medicine. Information may be obtained 
from the University of Chicago Home-Study Depart- 
ment, 60th at Dorchester, Chicago 37, Illinois. 


JMSMS 





Anfivert stops vertigo 


moderate to complete 

relief of symptoms 

in 9 out of 10 patients’ 

Prescribe one ANTIVERT tablet (or 1-2 teaspoonfuls ANTIVERT syrup) 3 times daily, before 
each meal, for prompt relief of vertigo, Meniere’s syndrome and allied disorders. Side effects 


are short-lived, usually only harmless flushing and tingling associated with vasodilation. As 
with all vasodilators, ANTIVERT is contraindicated in severe hypotension and hemorrhage. 


Supplied: Small blue-and-white scored tablets (meclizine HC! 12.5 mg. and nicotinic acid 
50 mg.) in bottles of 100. Syrup (each 5 cc. teaspoonful contains meclizine HCI 6.25 mg. and 
nicotinic acid 25 mg.) in pint bottles. Prescription only. Bibliography available on request. 


Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


And for your aging patients— New York 17, N.Y. 
NEOBON® Capsules Division, Chas. Pfizer & Co., Inc. 
five-factor geriatric supplement Science for the World's Well-Being® 


September, 1961 


Say you saw it in the Journal of the Michigan State Medical Society 





‘Vheragran’ 


SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


Vieamin A . ss « s 2 25 000 U.S. P. Units 
Vase)... SS . 2 U.S. P. Uns 
Thiamine Mononttrate. .........10mg. 
ss ak, «ey a < , 
a eee 
Se eee 
Pyridoxine Hydrochloride ........ Smg. 
Cam peotneadie 2. . 20 meg. 


Vitamin B,. . ee ot ghee 
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@@utrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state9® 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


° 999 
disease. “ 9. Kampmeier, R. H.: Am, J. Med. 25:662 (Nov.) 1958 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy . . .”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 


monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 
vitamins to patients with hepatitis and cirrhosis is recommended by the National 
Research Council.' "* Sebrell, W H. Am. J. Med. 25:673 (Nov.) 1958. 5. F ack, H., and Halpern, S. L.: Therapeutic Nutrition, 


National Academy of Sciences and National Research Council, Washingt in, D.C. 1959, p. 57 


degenerative disunaes “Studies by Wexberg, Jolliffe and others have indi- 


~ So’ 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 


sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 
American adult.’”® 6, overnoiser, w., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. B. Lippine 


tt, Philadelphia, 1954, p. 264 


infectious diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7. coidsmith,¢ A 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* ““Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet....There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’ 
8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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IN GOLDS AND SINUSITIS— 
THE RIGHT AMOUNT OF “INNER SPACE” 


RIGHT AWAY 


(}iithovop LABORATORIES 
New York 18, N. Y. 


NEO-SYNEPHRINE 


(Brand of phenylephrine hydrochloride) 
hydrochloride 


NASAL SOLUTIONS AND SPRAYS 


Neo-Synephrine hydrochloride relieves the boggy 
feeling of colds immediately and safely, without 
causing systemic toxicity or chemical harm to nasa} 
membranes. Turbinates shrink, sinus ostia open, 
ventilation and drainage resume, and mouth-breath- 
ing is no longer necessary. 


Gentle Neo-Synephrine shrinks nasal membranes 
for from two to three hours without stinging or 
harming delicate respiratory tissues. Post-therae 
peutic turgescence is minimal. Neo-Synephrine does 
not lose its effectiveness with repeated applications 
nor does it cause central nervous stimulation, jitters, 
insomnia or tachycardia. 


Neo-Synephrine solutions and sprays produce shrink 
age of tissue without interfering with ciliary activity 
or the protective mucous blanket. 


® For wide latitude of effective and safe treatment, 
Neo-Synephrine hydrochloride is available in nasal 
sprays for adults and children; in solutions from 
144% to 1%; and in aromatic solution and watez 
soluble jelly. 
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Need for Committees Cited 
by Jay C. Ketchum 


“The most influence on overuse and abuse of prepayment and 
insurance plans can be achieved by an intelligent, alert, organized 
profession.” 

That statement was made recently at a national meeting by Jay 
C. Ketchum, executive vice-president of Health Service, Inc., and of 
Medical Indemnity of America. He formerly was executive vice- 
president of Michigan Blue Shield. 

He said, “The public, represented by employers, labor organiza- 
tions, and supervisory authorities, is investigating, surveying and 
debating the operation, the policies, the attitudes and controls of Blue 
Cross plans. 

“The charges (of overutilization and high cost) must be answered 
and it must be demonstrated effectively that the doctors, hospitals 
and plans are concerned and are doing something constructive about 
eg 

For this, the organized committees are a necessity, he said. Free- 
dom of choice in medical care can be maintained only by acceptance 
of responsibility in voluntary prepayment by all the interested parties 
—hospitals, medicine, the public, the plans, he warned. 

In addition to the in-hospital committees, similar bodies “under a 
variety of names and organizational schemes, are being set up and 
operated by medical societies for professional relations with prepay- 
ment and insurance plans,” Mr. Ketchum said. 


* * * 


Report on Free Care 


Physicians in 48 states and the District of Columbia provided free 
medical care worth $657,535,000 in 1960, a survey by New Medical 
Materia shows. 

The total is 10.6 per cent more than the $594,903,000 worth of 
medical care provided free by physicians in 1955. As New Medical 
Materia points out, the services were given “without compulsion or 
expectation of public applause.” 

The magazine’s survey showed that Michigan physicians gave 
$21,259,000 in free care last year. 


* * * 


Michigan Home-Care Trial Continued 


Michigan Blue Cross has announced that early results of a pilot 
program to provide Blue Cross benefits for home care are favorable, 
and that the program will be continued through 1961. The pilot 
study, approved by the State Insurance Commissioner, was begun in 
February, 1960, in cooperation with four Detroit hospitals, the local 
Blue Cross Plan and the existing home care program of the Detroit 
Visiting Nurse Association. Its purpose was to determine whether 
hospital stay could be significantly reduced for certain patients, and 
if recovery might actually be faster for these patients in home 
surroundings. 
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Under the program, Blue Cross pays the cost of 
visits by VNA nurses, physical therapists and social 
workers, plus drugs and dressings. It also pays half 
the cost of VNA home aide service when needed. 

Participation in the program is entirely voluntary; 
patients are referred for home care by their physicians. 

Results of the study to date indicate that only about 
2 per cent of hospital cases qualify medically for home 
care, but that there are significant advantages for 
those who do. During the first 11 months of the pro- 
gram, 416 cases received home care services. The 
attending physicians estimated that some 19 days of 
hospital care per case were avoided. The cost per 
patient day of home care averaged about $3.75 in 
contrast to a per day average hospital cost of $35. 
The sponsors point out that beds vacated by home 
care patients were usually promptly filled by other 
patients needing hospital care—about two-thirds of 
whom were Blue Cross members. However, the con- 
sensus is that in this limited program, home care has 
more than paid for itself. 

Some two-fifths of the patients treated were be- 
tween 45 and 65; 37 per cent were over 65, and 24 
per cent under 45. Cancer, heart and circulatory cases, 
diabetes and fractures were found to be the types of 
cases most suitable for home care-—AMA Chronic 
Illness News Letter, June, 1961. 


Blue Shield-Blue Cross Proposes 
Broader Plan on Small Scale 


Michigan Blue Cross-Blue Shield soon will offer 
a new “Broad-Spectrum” Supplemental Health Care 
Program on a limited basis. Approved by Frank 
Blackford, Commissioner of Insurance, the new pro- 
gram is designed to reduce additional out-of-pocket 
expenses not now covered in the traditional basic 
health care program. 

The optional program includes, on a share-the-cost 
basis, such items as home-and-office calls, prescribed 
drugs, private duty nursing, out-of-hospital psychiatric 
care, and ambulance service. 

For the working Michigan family making $7,500 
or less and enrolled in the basic comprehensive Blue 
Cross-Blue Shield M-75 plan, the cost is about 10 
per cent more than the current rate for the basic 
program. Total rates will vary according to family 
and income status, but the new program will be avail- 
able to everyone in a group. 

For the additional 10 per cent in cost, subscribers 
will receive up to a maximum of $50,000 worth of 
additional and extended health care benefits. 

The new Blue Cross-Blue Shield pilot program will 
work like this: 
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1. Full service will continue on the basic Blue 
Cross-Blue Shield Comprehensive M-75 program, but 
will be extended up to a maximum of $30,000 worth 
of needed additional hospital days. The limit of the 
current basic contract is 120 days. 

2. Supplemental benefits such as private duty nurs- 
ing, home-and-office calls, prescribed drugs, out-of 
hospital psychiatric care, artificial limbs, and ambu- 
lance service will be provided on a cooperative basis. 

Example: Subscribers will pay 20 per cent of the 
cost of such health care expenses as drugs, home-and- 
office calls, and ambulance. They will pay 50 per cent 
of the cost of private duty nursing and psychiatric 
care. 

To keep down the cost of the program, there ‘will 
be a “corridor of expense” borne directly by the sub- 
scriber before he or a member of his family can take 
advantage of the additional benefits. For example, 
a family with an income of less than $7,500 will pay 
$150 deductible, and an individual will pay only $100 
before additional benefits become available. 

After paying the deductible amount, a subscriber 
then becomes eligible for up to $20,000 in additional 
benefits. The total maximum extended and additional 
benefits could reach as much as $50,000. 

Sumner Whittier, executive director of Blue Shield, 
has commented: “Under our new program, a phy- 
sician will be reimbursed according to our regular 
set fee schedule as before, but in addition, the patient 
will be able to budget for the home and office calls 
that are often required in connection with service.” 


e oe 


Pharmaceutical Research 


A record $206.5 million investment in research was 
made last year by drug manufacturers in the search 
of new cures for human ailments. The new high was 
reached despite a general down-turn in profits, ac- 
cording to the annual survey on research and develop- 
ment released by the Pharmaceutical Manufacturers 
Association. 

The 1959 figure was $197 million. 

Research expenditures this year will rise to about 
$227 million for human drugs, the trade association 
reported. 


Blue Shield Enrollment 


Enrollment in the 75 Blue Shield Plans serving 
North America was 47,953,005 at the end of the 
first three months of 1961, representing an enrollment 
of one out of every four Americans, and nearly 15 
per cent of the total Canadian population. 

The national association also reported that 14 Blue 
Shield Plans have enrolled more than 40 per cent of 
the population in the areas they serve. 
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WHENEVER COUGH THERAPY 
IS INDICATED 


THE COMPLETE Rx FOR COUGH CONTROL 


cough sedative | antihistamine 
nasal decongestant expectorant 


= relieves cough and associated symptoms 
in 15-20 minutes = effective for 6 hours or 
longer = promotes expectoration # rarely 
constipates m= agreeably cherry-flavored 


Each teaspoonful (5 cc.) of Hycomine* Syrup contains: 
Hycodan® 


Dihydrocodetnone Bitartrate . . 5 mg.) 

(Warning: May be habit-forming 6 5 mg 

-Homatropine Methylbromide . . 1.5 me! 
Pyrilamine Maleate . . Ga gee ates Fed Mg. 
Phenylephrine Hydrochloride eer ens). aia 10 mg 
mmmonium: Chloride... ae ee, ee: ee 4 
meni Cittate 3.05 soe 850 


Average adult dose: One teaspoonful after’ meals and < 3 
bedtime. May be habit-forming. Federal law permits oral 
prescription 

Literature on. request 

ENDO LABORATORIES 

Richmond Hill 18, New York 
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ifts depression... 


You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 





as it calms anxiety! 


Smooth, balanced action lifts 


depression as it calms anxiety... 


rapidly and safely 


Balances the mood—no “seesaw” 
effect of amphetamine-barbiturates 
and energizers. While amphetamines 
and energizers may stimulate the patient 
—they often aggravate anxiety and 
tension. 


Acts swiftly — the patient often feels 
better, sleeps better, within a few 
days. Unlike the delayed action of most 
other antidepressant drugs, which may 
take two to six weeks to bring results, 
Deprol relieves the patient quickly — often 


within a few days. Thus, the expense to 
the patient of long-term drug therapy can 
be avoided. 


And although amphetamine-barbiturate 
combinations may counteract excessive 


stimulation—they often deepen depression. 
Acts safely — no danger of liver 


damage. Deprol does not produce liver 
damage, hypotension, psychotic reactions 
or changes in sexual function—frequently 
reported with other antidepressant drugs. 


In contrast to such “seesaw” effects, 
Deprol’s smooth, balanced action lifts 
depression as it calms anxiety—both at the 
same time. 


Bibliography (13 clinical studies, 858 patients):1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethyl benzilate) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6 Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Depro! (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 
Exper. Psychopath. In press, April-June 1960. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 


“Deprol* 


a 
ff WALLACE LABORATORIES / Cranbury, N. J. 
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ACETAZOLAMIDE LEDERLE 
In premenstrual edema 


DIAMOX gently but effectively mobilizes fluid without drastic electrolyte 
change. Gentle self-limiting action allows a full night’s sleep without 
inducing nocturia, and minimizes the risk of further upset for the tense 
and irritable patient. Tablets of 250 mg. Parenteral, vials of 500 mg. 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York p> 
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in bacterial 
otitis 
media 


Panalba® 
promptly 


to gain precious 
therapeutic 
hours 


In the presence of bacterial 
infection, taking a culture to 
determine bacterial identity 
and sensitivity is desirable— 
but not always practical. 

A rational clinical alterna- 
tive is to launch therapy at 
once with Panalba, the anti- 
biotic that provides the best 
odds for success. 

Panalba is effective (in 
vitro) against 30 common 


pathogens, including the 
ubiquitous staph. Use of 
Panalba from the outset (even 
pending laboratory results) 
can gain precious hours of ef- 
fective antibiotic treatment. 


SUPPLIED: Capsules, each containing 
Panmycin*® Phosphate (tetracycline phosphate 
complex), equivalent to 250 mg. tetracycline 
hydrochloride, and 125 mg. Albamycin,® as 
novobiocin sodium, bottles of 16 and 100. 
USUAL ADULT DO 7E: 1 or 2 capsules 
3 or 4 times a day. 

SIDE EFFECTS: Panmycin Phosphate has a 
very low order of toxicity comparable to that 
of the other tetracyclines and is well tolerated 
clinically. Side reactions to therapeutic use 
are infrequent and consist principaily of mild 
nausea and abdominal cramps. 

Albamycin also has a relatively low order of 
toxicity. In a certain few patients, a yellow 
pigment has been found in the plasma. This 
pigment, apparently a metabolic by-product 
of the drug, is not necessarily associated with 
abnormal liver function tests or liver enlarge- 
ment. 

Urticaria and maculopapular dermatitis, a few 
cases of leukopenia and agranulocytosis. have 
been reported in patients treated with 
Albamycin. These side effects usually disap- 
pear upon discontinuance of the drug. 
CAUTION: Since the use of any antibiotic 
may result in overgrowth of nonsusceptible 
organisms, constant observation of the patient 
is essential. If new infections appear during 
therapy, appropriate measures should be taken. 
Total and differential blood counts should be 
made routinely during prolonged administra- 
tion of Albamycin. The possibility of liver 
damage should be considered if a yellow pig- 
ment, a metabolic by-product of Albamycin, 
appears in the plasma. Panalba should be dis- 
continued if allergic reactions that are not 
readily controlled by antihistaminic agents 
develop. 

*Trademark, Reg. U.S. Pat. Off. June, 1961 


Panalba 
your broad-spectrum 
antibiotic of first resort. 


The Upjohn Compan 
Kalamazoo, Michigan 





Acts within minutes—KOAGAMIN, unlike other hemostatic agents, acts quickly in minimal 
dosages. Working on the late phases of the clotting mechanism, KOAGAMIN does not require 
massive and prolonged pre- or postoperative dosages to control capillary and venous bleeding. 
Acts with predictable safety —In 20 years of clinical use, no toxic or side actions have been 
reported with KOAGAMIN. Bleeding is arrested without danger of thrombosis, and because 
KOAGAMIN contains no protein or alkaloid, it can be administered without danger of sensi- 
tization or untoward reactions. 

Acts effectively in a broad range of indications—Because of its unparalleled safety and 
outstanding effectiveness, KOAGAMIN has been successfully employed in... hemorrhagic dis- 
eases, abnormal bleeding, blood disorders, surgical cases and trauma. 


KOAGAMIN, an aqueous solution of oxalic (5 mg. per cc.) and malonic (2.5 mg. per cc.) acids for parenteral 
use, is supplied in 10-cc. diaphragm-stoppered vials. 


CHATHAM PHARMACEUTICALS, INC » NEWARK 2, NEW JERSEY Z , ) 
Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 


BEFORE, DURING AND AFTER SURGERY 


KOAGAMIN 


; (parenteral hemostat) 


bleeding 
with 
minimal 
osage and 
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low-back patient 
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Soma relieves stiffness 
—stops pain, too 
YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTs: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 





Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 











Soma is notably safe. Side effects are rare. Drow- w (carisoprodol, Wallace) 
siness may occur, but usually only in higher dosages. ¥) Wallace Laboratories, Cranbury, New Jerse 
Soma is available in 350 mg. tablets. USUAL DOSAGE: Ww : % y 
1 TABLET Q.1.D. 





effective, palatable, economical 


CREMOSUXIDINE®[ SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 

Chocolate-mint flavored...readily accepted by patients of all ages. 

Additional information on CREMOSUXIDINE is available to physicians on request. 


m@o MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


EMOSUKIOINE AND SULFASUXIDINE ARE TRADEMARKS OF MERCK &CO., INC. 
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Perhaps you have hesitated to prescribe the 
benefits of a topical steroid because of con- 
cern about effectiveness or high cost. 


Perhaps you have felt that the usual packag- 
ing of topical steroids provides inadequate, 
uneconomical quantities to suffice for a com- 
plete course of treatment. 


If any of these considerations reflects your 
thinking, we believe you will be interested to 
learn that a truly effective and reasonably 
priced topical steroid now is available for 
your patients with dermatologic disorders... 
DILODERM™ Cream (brand of dichlorisone 
acetate). 


As to effectiveness, here is what a recent re- 
port* stated on the use of DILODERM in 53 
cases of poison ivy dermatitis: “A satisfac- 
tory response...was seen in all cases. There 
were no cases of primary irritation or other 
side effects....” 


As a matter of fact... you will find not only 
that DILODERM Cream is exceptionally bene- 
ficial in a wide variety of dermatoses respon- 
sive to topical steroids, but also that it costs 
less in most instances than generic hydro- 
cortisone creams. In addition, DILODERM af- 
fords even greater savings over other topical 
steroids. Actually, the 15 Gm. tube of 
DILODERM Cream costs less than virtually all 
all other topical steroid preparations now 
prescribed. 


As a matter of economy...the 15 Gm. tube of 
DILODERM is ideally suited for the treatment 
of large skin areas or extensive lesions. It 
covers more with less waste ; it provides three 
times as much medication for only slightly 
more than double the cost of a small 5 Gm, 
tube of unbranded hydrocortisone. 


We believe your patients with dermatoses 
will appreciate the significant savings 
DILODERM Cream affords, and that you, too, 
will agree... DILODERM in the 15 Gm. tube is 
effective, economical in price, and even more 
economical in use. 

Also available: DiLopeERM Cream, 5 Gm. tube: N&o- 
DILODERM® Cream 0.25%, 5 and 15 Gm. tubes ; DILODERM 
and NEo-DILODERM Foam, 10 Gm. dispensers ; DILODERM 
and NEoO-DILODERM Aerosols, 50 Gm 


*Gant, J. Q., Jr.: M. Ann. Distr nbia 267, 
1961. 


concern about 
effectiveness or 
high cost has 
kept you from 


prescribing 

any topical 
steroid... 
THESE FACTS 
MAY CHANGE 
YOUR MIND 


For complete details, consult latest Schering literature available from your Schering Representative 
or Medical Services Department, Schering Corporation, Bloomfield, New Jersey. 











...-Motion-stopping radiographic speed 
is built into every Patrician “200” 


With the G-E Patrician “200” diagnostic x-ray 
package, you can enjoy savings and still not 
sacrifice needed power. This is important. For, 
only ample x-ray output will assure you ex- 
posure speed sufficient to overcome common 
motion-blurring problems. The Patrician com- 
bination provides this and more in every detail 
for radiography and fluoroscopy. For example: 
full-size 81” tilting table . . . independent tube- 
stand . . . counterbalanced (not counterpoised) 
fluoroscopic screen or spot-film device . . . fine 
focus x-ray tube . . . fluoroscopic shutter-limit- 
ing device to confine radiation to screen area 


DIRECT FACTORY BRANCHES 


DETROIT 
18801 W. 7 Mile Rd. @ KEnwood 7-6300 


DULUTH 


928 East 2nd St., P.O. Box 28 eo £RdAndolph 4-8648 


» «. automatic x-ray tube overload protection. 

Ask about renting: Through the G-E 
Maxiservice® plan, you can have this com- 
plete Patrician “200,” plus maintenance, parts, 
tubes, insurance, and paid-up local taxes — 
all wrapped-up by a modest monthly fee. 
Details available from your G-E x-ray repre- 
sentative listed below. 


Progress /s Our Most Important Product 


GENERAL @ ELECTRIC 


RESIDENT REPRESENTATIVES 
GREEN BAY 
J. J. VICTOR, 1242 S. Quincy St. e HEmlock 5-5742 
JACKSON 
E. J. RHINEHART, 126 Birdsell St. @ STate 9-6662 
EAST GRAND RAPIDS 


J. E. TIPPING, 1044 Keneberry Way, S.E. e@ GLendale 2-5283 
FLINT 
R. A. RHINEHART, P.O. Box 436 @ CEdar 9-1888 
JMSMS 
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and hypertension @& 
achieves 82% of 
its diuretic effect 

in six hours: 


NaClex works fast. Does its work quickly, 
thoroughly, safely—then lets your patient 
rest. Completes 82% of its excess fluid loss 
within 6 hours, over 96% within 12 hours? 

. .. an unsurpassed potency. Useful also in 
long or short-term treatment of congestive 
heart failure, obesity, pre-menstrual tension; 
50 mg. tablets. 

1. Ford, R. V.: “Human Pharmacology of a 
New Non-Mercurial Diuretic: Benzthiazide,"’ 
Cur. Ther. Research, 2:51, 1960. 

For more information, ask your Robins 
representative or write: 


A. H. Robins Company, Inc. S : 


Richmond 20, Virginia - 
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restore 


vitality to 


“the under-par 


child”* 


Zentron 


Zentron « comprehensive liquid hematinic 


corrects iron deficiency ¢ restores healthy appetite « helps promote normal growth 
*underweight, easily fatigued, anorexic—because of mild anemia 


Each 5-cc. teaspoonful provides: Ascorbic Acid (Vitamin C) 35 
Ferrous Sulfate (equivalent to Alcohol, 2 percent. 

20 mg. of iron) mg. Usual dosage: Infants and children—1/2 to 
Thiamine Hydrochloride (Vitamin B,) mg. 
Riboflavin (Vitamin B2) mg. 
Pyridoxine Hydrochloride (Vitamin Be) .5 mg. 
Vitamin B,» Crystalline 5 meg. 
Pantothenic Acid (as d-Panthenol) mg. Zentron™ (iron, vitamin B complex, and vitamin 
Nicotinamide. . . . : eat ee 5S mg. C, Lilly) 119349 


1 teaspoonful (preferably at mealtime) 
one to three times daily. 

Adults—1 to 2 teaspoonfuls (preferably 
at mealtime) three times daily. 
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Tumors of the Nose and Nasal 
Accessory Sinuses 


James E. Croushore, M.D. 
Detroit, Michigan 


Tue ANATOMIC PROXIMITY and the similar mucous mem- 
brane lining of the nose and sinuses, requires them to be considered 
jointly when discussing cysts and tumors of these areas. Tumors 
occurring in this vicinity include almost every type of tumor found 
elsewhere in the body. Some tumors, however, occur only in these 
areas. 

Cysts are either congenital, because of imperfect intra-uterine 
fusion of the nasal structures, or acquired as a result of chronic 
inflammation. Developmental cysts of the maxilla may originate from 
odontogenic tissue or non-dental tissue. The commonest benign 
external tumors in this area are lipomas, fibromas, dermoid cysts, and 
senile warts. Gliomas, meningoceles, and hemangiomas may have a 
similar gross appearance and caution must be exercised in biopsy- or 
excision. 

Epitheliomas, pre-cancerous lesions, and basal cell epitheliomas are 
usually readily visible and, in early stages, offer a good prognosis. 

The most common benign tumor is the inflammatory or allergic 
polyp. The antrochoanal polyp, at times, grows to large, deforming 
proportions, and may recur unless removed by the Caldwell-Luc 
approach. Nasopharyngeal fibromas, or so-called juvenile basal 
fibromas, are very vascular and occur chiefly in adolescent males. The 
true papillomata of the nose occur most frequently in the septum and 
turbinates. 

Squamous cell epithelioma is the most common malignant tumor 
of the nose and sinuses, with the glandular of adenocarcinoma rank- 
ing second. Geschickter,! in reporting 211 tumors of the paranasal 
cavities, gives a concise description of their clinical and microscopic 
characteristics. He also classifies them into four main groups: benign 
epithelial tumors, malignant epithelial tumors, benign connective-tissue 
tumors (exclusive of 76 osteomas), and sarcomas. 

Most tumors of the nose and sinuses, unfortunately, are not dis- 
covered until they are well advanced. Symptoms do not appear early. 
The common exception is repeated epistaxis in the vascular and 
ulcerated lesions. X-ray seldom reveals the true extent of the in- 
vasion of the growth, and each individual case requires the accumu- 
lation of much data for adequate evaluation of the patient. 


From the Department of Otolaryngology, Wayne State University College 
of Medicine where Doctor Croushore is Clinical Professor of Otolaryngology. 


CLINICAL 
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Management of Tumors 


In the management of tumors of the nose and 
sinuses, one must think of the head and neck in- 
clusively, since these tumors so often extend beyond 
their original confines. In teaching institutions, the 
ideal method of managing these cases is on a head 
and neck service. The personnel of the head and neck 
service is composed of representatives from medicine, 
general surgery, otolaryngology, ophthalmology, oral 
surgery, plastic surgery, neurosurgery, pathology, and 
x-ray. All tumor cases involving the head and neck 
should be reviewed by a board composed of designated 
individuals from each of these departments. Thus, 
a better over-all evaluation of the patient is obtained. 

The advances in preoperative and postoperative care, 
refinements in surgical technique, drugs used in 
anesthesia, methods of preventing and combating 
shock, have made radical cancer surgery relatively 
safe and have resulted in a higher cure rate. How- 
ever, mutilating surgery is not indicated unless the 
probability of a cure is fairly certain. Also, will the 
patient be happy without the cancer if greatly handi- 
capped by loss of functions, or not presentable in 
public because of a revolting disfigurement? 

X-ray has taken its proper place in the treatment of 
cancer. Comparative statistics on results obtained from 
surgery and radiation therapy are unreliable, as no two 
cases in a series are identical. Sound judgment will 
dictate whether either or both methods should be 
employed in any given case. 

Surgery, electrosurgery, and irradiation combined 
may eradicate the growth, where only one method 
might fail. Electrosurgery is often used advantageously 
in the control of hemorrhage and sealing off vascular 
and lymph avenues of metastases. 

Chemotherapy, as an adjunct to radiation therapy, 
has been used for about eighteen years. The value of 
chemotherapeutic agents is limited by the toxic effect 
on the hemopoietic system and the gastrointestinal 
tract. A greater concentration of the alkylating agent 


can be admin‘stered to the tumor by regional per- 


fusion, utilizing an extra-corporeal circuit with the 
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heart-lung machine.? At present, perfusion is indi- 
cated as an adjunct to standard therapy, treatment of 
regionally confined but nonresectable tumors, and 
palliative for advanced cancer. 


Benign Tumors 


Inflammatory Growths or Polyps.—Sometimes re- 
ferred to as soft papillomas, these growths result from 
allergy or infection. They may be classed as 
oedematous, fibrous, angiectatic and glandular or 
cystic. There is less tendency to recurrence when the 
primary cause is eliminated. 


Epitbelial Papillomas (Hard Papillomas).—Not as 
common as polyps, epithelial papillomas usually have 
their origin on the septum or turbinates. Verner and 
his associates* reported ten cases of epithelial 
papilloma and were unable to arrive at a definite cause 
for their occurrence. These growths have a marked 
tendency to recur unless removed by electrocautery. 
Occasionally carcinomas of the nose show a papillary 
structure, indicating a probable origin in hard 
papillomas (Fig. 1). Truckey* holds the opinion that 
radical surgery is, at times, necessary to prevent re- 
currence and especially when they may become carci- 
nomatous. 


Appendage-Cell Tumors.—These may either be 
benign or malignant, depending on their cellular 
origin. They may remain benign many years and 
then assume malignant characteristics (Figs. 2 and 3). 
The benign tumors are the aberrant salivary and 
cystadenomas. Their occurrence in the sinuses is 
usually due to invasion from adjoining structures, most 


commonly the hard palate. 


Benign Connective-Jissue Tumors.—These are 
usually represented by angiomas, plasmocytomas, 
fibromas and osteomas. Angiomas are difficult to 
distinguish from the angiectatic polyp. They are soft, 
red and bleed profusely. They are best treated by 
electrocoagulation and irradiation. Woodson® described 
a method of removing a nasal hemangiopericytoma. 
This tumor is characterized by cells in clusters outside 
the lumen of the blood vessels. This was a large, 
vascular tumor filling the nasopharynx and having its 
origin in the middle meatus. At operation, the external 
carotid was first ligated. A nasal snare was placed 
over the nasopharyngeal extension and the snare wire 
then pulled forward into the naris by a tonsil hook 
introduced anteriorly into the nose. The pedicle was 
snared off and the middle meatus immediately packed. 
X-ray treatment was started immediately, giving 3000 
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roentgen units. There was no recurrence after four 
years. 

Plasmocytomas may be either benign or malignant. 
Great numbers of plasma cells are grouped together 
and are sometimes similar to granulomas. Fibromas 
and osteomas present no difficult problems in treat- 
ment, unless permitted to grow to destructive and 
locally invasive proportions. 


Malignant Tumors 


Squamous Cell Carcinoma comprises the bulk of 
malignant growths of the nose and sinuses. These 
tumors, sometimes designated as transitional-cell, in- 
vade adjoining structures and involve regional lymph 


Fig. 1. Poorly differentiated papillary carcinoma of nose. 
Note gland formation and papillary projection lined by ana- 
plastic cells. H & E (65). Initial symptom in an eighty- 
three-year-old woman was epistaxis. 


nodes. The transitional-cell tumors or lympho- 
epithelioma are common in the nose, nasopharynx and 
pharynx where epithelium is intimately associated 
with lymphoid tissue. The truly transitional-cell tumors 
refer to a basal-cell type epithelium where there is an 
imperceptible protoplasmic transition from the basal 
epithelial cells to the reticulum cells of lymphoid 
structures. They metastasize to distant areas late in 
the disease. Those tumors arising high and posterior 
in the sinuses are manifested late, invade the base of 
the skull early and the cure rate is extremely low. 
Those having their origin low and anterior are recog- 
nized earlier, do not invade deep structures until late 
and the prognosis is better. The antrum is most 
commonly involved, the ethmoids next. The frontals 
and sphenoids are rarely involved, except by extension 
from the other sinuses or nose. 

Radical surgical removal is about the only hope for 
cure. X-ray and electrosurgery are frequently used in 
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combination with radical excision. Tabb* has analyzed 
sixty cases of carcinoma of the antrum with special 
reference to primary surgical extirpation. This 
analysis clearly indicates the necessity for early diag- 


Fig. 2. Mixed salivary gland tumor of hard palate. Benign 
in 1950. H & E (X65). 


Fig. 3. This is from the same tumor as illustrated in Figure 
2. This biopsy, taken four years later, shows recurrent tu- 
mor now revealing marked anaplastic appearance and defi- 
nitely invasive. H & E (X65). 


nosis. Frequently, the exact point of origin cannot be 
determined because of the extent of the tumor when 
first seen. He is of the impression that distant 
metastasis is more common than reports indicate. If 
autopsies were performed on all persons dying from 
carcinoma of the sinuses, the percentage of metastases 
would rise far above the present recognized levels. 
This article is well illustrated and the surgical tech- 
nique for maxillectomy is explained in detail. 
Barbosa’ has developed a technique for more 
radical excision of carcinoma of the sinuses. The fre- 
quency of recurrence in the orbit prompted him to 
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extend the surgical field to the orbit more often. In 
his earlier resections of the upper maxilla, he at- 
tempted to preserve the eye. His new technique differs 
from the standard technique of maxillectomy in the 
following maneuvers: 


Fig. 4. Benign giant cell tumor of the ethmoid. There are 
accumulations of multi-nucleated giant cells typical of the 
lesion and inconspicuous fibroplastic elements. Seen in 
twenty-year-old man. Radical excision by external approach 
followed by radium insertion. Well after nine years. 


Fig. 5. Osteogenic sarcoma, chondroblastic type. Note lob- 
ulated appearance of the tumor with foci of osteoid forma- 
tion and calcification. H & E (*58). Maxillectomy with 
incomplete removal because of invasion of base of skull. 


1. The skin incision, although similar to the Weber- 
Ferguson, is slightly more extensive and permits wider ex- 
posure. 

2. The posterior border of the mandibular ramus is ex- 
posed early, the parotid gland retracted posteriorly, thus 
making accessible the zygomatic fossa for ligation of the 
internal maxillary artery. 

3. The external and superior orbital rim is exposed and 
the orbital contents elevated subperiosteally. The nasal bone 
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of this side is removed with a small portion of the frontal 
and maxillary processes, 

4. The electrosurgical knife is used freely for cutting soft 
tissue. 

5. The pterygoid process is usually included in the speci- 
men by cutting it at its base, rather than the pterygomaxillary 
junction. 

6. Thorough irrigation of the wound after the surgical 
specimen is removed. Topical cancericidal drugs are employed 
at this point. 

7. The wound is skin grafted. This is especially necessary 
to cover dura or defects in dura. 


’ 


Fig. 6. Rhabdomyosarcoma of posterior tip of inferior tur- 
binate and adjacent floor of nose. Note loose arrangement 
of the spindle-shaped tumor cells and hyperchromatic nuclei 
in bizarre forms. The overlying epithelium is intact. H & E 
(X65). Male, aged eight years. Excised intranasally March 
17, 1952. Recurrence and again excised August 31, 1953. 
Recurrence and excision August 31, 1954. This time, the 
posterior edge of the septum was involved. Radical intra- 
nasal excision has resulted in no recurrence to date. 


Barbosa employed this technique in fifty-nine pa- 
tients. Irradiation was used after surgical resection. 


Clinical evidence of cervical metastasis was manifest in 
twenty-one cases and fifteen of these were submitted 
to radical neck dissection. There were positive nodes 
in thirteen. 

Cylindroma is not only found in the nose and 
sinuses, but also in the other areas of the upper air 
and food passages, where adenomatous tissue is 
abundant. Pathologists generally agree that these 
tumors originate from mucous glands and are mani- 
fested beneath the mucosa of the lips, oral cavity, 
tongue, palate, pharynx, nose, sinuses, trachea, bronchi, 
hypopharynx, and esophagus. Saboroff* has reported 
three cylindromas involving the nasal passages, tongue 
and larynx. His extensive review of the literature indi- 
cates a uniform perineural lymphatic invasion by 
masses of tumor cells. Cylindromas are slow growing, 
have a great tendency to local recurrence, but wide 
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excision offers a fair prognosis. However, they are 
malignant and, if not controlled locally, do result in 
widespread general metastasis. Russell® explained that 
the chief cause of recurrence of cylindroma was the 
poor encapsulation. 

One would not expect epistaxis to be the first 
symptom of a nasal tumor of neurogenic origin. How- 
ever, in one of two cases of schwannoma reported by 
Johnson and Linebach,’® nasal hemorrhage was the 
initial symptom in one. Schwannoma is, at times, 
difficult to differentiate from neurofibrosarcoma. The 
clinical progress of the patient may be required to 
establish a final diagnosis. 


Sarcomas, which are tumors of mesodermal origin, 
occur less frequently than ectodermal tumors. Those 
of low grade malignancy are giant-cell tumor (Fig. 4), 
angiosarcoma, and myosarcoma. Medium grade are 
fibrosarcoma and chondrosarcoma (Fig. 5). The high 
grade tumors are round-cell sarcoma (reticulosar- 
coma), lymphosarcoma, rhabdomyosarcoma and 
Ewing’s tumor, which is an endothelioma of bone 
marrow. Eggston and Wolf! state that fibrosarcoma 
is the most common type of sarcoma found in the nose 
and nasal accessory sinuses. The sarcomas generally 


are rapid growing and are radioresistant. 


Rbabdomyosarcoma (Fig. 6), an embryonal type 
tumor, is interesting in that it has many histologic 
variations that cause doubt and confusion in diagnosis. 
The characteristic cell is a short spindle cell with a 
centrally located, elongated nucleus, rich in chromatin. 
It occurs most frequently in male children. Moore 
and Grossi,!? in reporting thirty-seven cases, found the 
primary site as follows: orbital cavity, including eye- 
lids, eight; soft tissue of neck, seven; nasopharynx, 
six; cheek, five; mandible, three; palate, three; tonsil, 


two; gingiva, one; parotid, one; and the external 
auditory canal, one. The present author has had one 
patient with the tumor arising on the posterior aspect 


of the right inferior turbinate. 


Comment 


Experience in the treatment of benign tumors of the 
nose and nasal accessory sinuses clearly reveals that 
surgical excision in the vast majority of cases is the 
procedure which should be applied. Malignant tumors, 
because of their individual characteristics, may require 
a combination of modalities for eradication. The 
available methods of attack are surgery, electrosurgery, 
irradiation and chemotherapy. 

Many important structures necessary to a comfort- 
able and useful life must be sacrifices in radical surgery 
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of the head and neck. Unless the surgeon is confident 
the cancer can be permanently eradicated by this 
sacrificial surgery, more conservative and less debili- 
tating treatment should be humanely employed. 
Statistics indicate that the disease is usually the winner 
in the struggle; however, we must continue to try to 


devise means of reversing this position. 


Conclusions 


1. Tumors of the nose and especially the sinuses 
are not manifested early. 


2. Earliest manifestations of tumors of the nose are 
epistaxis and obstruction. Earliest manifestation of 
tumors of the sinuses is usually swelling. By then, the 
growth is extensive. 

3. The cure rate is highest when diagnosis is estab- 
lished early and treatment instituted immediately. 

4. The type of treatment chosen will depend upon 
the cell structure of the tumor, site of origin, extent of 
growth, age and physical condition of the patient. 

5. Any one or combination of the four available 
methods of treatment may be employed: surgery, 
electrosurgery, irradiation or chemotherapy. 

6. When treatment fails to cure, death is usually 
due to local recurrence, rather than distant metastasis. 
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Tuning or Pitch Forks 


Tue LOWLY TUNING FORK is highly under- 
rated. Introduced in 1711 by Handel’s trumpeter, 
John Shore, as the first accurate pitch standard,’ it has 
been better known for its testing and analyzing of 
hearing losses. Pitch standards have varied from an 
initial low of 422.5 vibrations per second (vps) for 
the musical tone A to a high of 458 in 1880, and 
then down to the Philharmonic level of 439—popular 
since 1896. 

Emphasis on important electronic devices in testing 
hearing has overshadowed the time-honored tuning 
fork. However, tuning fork vibrations have recently 
been used to run springless wristwatches. This new 
application of an old principle prompts further inves- 
tigation of its clinical value. 

Lempert? stressed tuning fork tests in determining 
the amount of cochlear reserve and testing the better 
ear for AC (air conduction). He observed that a 512 
tuning fork is: 


Heard the same in both ears when AC is identical and 
cochlear reserve is similar. 

Equally not heard in both ears when cochlear reserve is 
bad bilaterally and AC is equal or unequal in both ears. 

Heard in one ear only when the cochlear function is good 
only in that ear. 

Heard better in the ear with the greater nerve function 
regardless of whether AC is equal or not. 

Heard better in the ear with less AC when the cochlear 


reserve is equal. 


He also emphasized that false-positive bone conduc- 
tion hearing tests can be discovered by observing in- 
voluntary, objective emotional signs. These include: 
delayed responses when a testing tone is not heard; 
spontaneous, joyful grin when hearing bone conduc- 
tion (BC); and sudden change to sad, forlorn look 
when sound is no longer heard. Speech testing by 
meaningless words (i.e., trapad, setdug, subnoy, gib- 
zink, ceboo, and parachod) before and after amplifi- 
cation, may help in determining operability. 

Tschiassny® credits Philippus Ingrassia with the dis- 
covery in 1546 of both the stapes and bone conduc- 
tion. The basic principle of hearing a vibrating tuning 
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fork held against the teeth makes it possible to differ- 
entiate perceptive from conductive losses. Weber, in 
1825, noticed that in certain deaf people the tuning 
fork when placed at the skull was better heard in the 
bad ear, indicating conductive deafness. In 1855, 
Rinne compared the bone conduction and air conduc- 
tion of each side separately, and stated that when BC 
was greater than AC the conductive apparatus was dis- 
eased. Shortly thereafter, Bezold proposed the terms 
“negative” or “positive” for the Rinne test. Confusion 
persists on the interpretation of this terminology, and 
it is better to specify AC>BC or BC< AC. Schwa- 
bach published in 1885 his report on comparison 
of abnormal bone conduction to that of a person who 
hears normally. 

Reger* reviewed the methods of testing hearing sen- 
sitivity. Before 1920 when the audiometer was devel- 
oped, auditory tests were done mainly with tuning 
forks, watch tick, Galton whistle, Koenig rods, mono- 
chord, acoumeter, and whispered or spoken voice. 
Uniformity of testing and standardized sets of forks 
are desirable. 

Sonnenschein® carefully analyzed sounds of tuning 
forks and emphasized the “center of percussion” at 
the junction of the middle and distal thirds of the fork 
prongs. Optimum intensity and less overtones result 
when striking the prongs at this point. 

In 1922, Macfarlan® began to standardize tuning 
fork testing. He controlled the amplitude by striking 
the fork by a measured blow using a pleximeter. The 
damping factor was determined for each fork and the 
exact amount of loss of hearing of the patient was 
measured in sensation units. Better lateralizing of the 
Weber test was found by using the forehead. By 
shifting the “butt” of the fork, the exact position can 
be determined where BC hearing is no longer later- 
alized. 

Pohlman’? reviewed bone conduction sensitivity and 
stated that in the sixteenth century Capivaccio dis- 
tinguished conductive and perceptive losses by com- 
parison of BC and AC. Further, he credited Wheat- 
stone with the observation in 1827 that a vibrating 
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tuning fork on the vertex of the head was heard better 
in the ear whose canal was occluded. He believed that 
proper masking eliminated the supposed increased 
bone acuity reported for certain conductive losses like 
otosclerosis. 


for conductive, perceptive, and mixed hearing losses 
were thus shown. 

Audiograms were made by Onchi’® with modified 
tuning fork tests, using the time difference for a patient 
and a normal person. This time difference is multi- 








Fig. 1. Weber test showing lateralization to the poorer ear in the upper figures 
as seen in a conductive loss (BC>AC). A perceptive or sensorineural loss is 
shown in the lower two figures with the Weber test referred to the better ear 


(AC>BC). 


Hearing charts for a series of tuning forks were 
reviewed by Dundas-Grant.2 He mentioned Hart- 
mann’s pioneering work in this field using the per- 
centage duration of hearing power. Actual hearing 
power, however, depends on the amplitude of vibra- 
tion of a tuning fork, which diminishes in geometric 
rather than arithmetic progression. That is, it does not 
decrease by equal amounts from second to second. 

In 1927, Hallpike® introduced a graphic chart to 
represent auditory fields. He plotted curves for air 
and bone conduction using tuning forks and duration 
in seconds compared to normal. Characteristic curves 
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plied by the damping constant of the tuning fork to 
find the hearing loss in decibels for that frequency. 
Measurement of the time difference is done by an 
acoustical instrument similar to a stethoscope, with one 
tube going to the subject’s ear and the other to that 
of the examiner. 

In 1948, F. Kobrak" stated that differences noticed 
between tuning fork tests and audiometry may be due 
to the factor of “efficiency.” “Period hearing,” or the 
function of hearing a diminishing tone for a certain 
time, may be more easily detected with tuning forks. 

Ballenger’? declared that tuning forks usually can- 
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not be heard when there is 50 per cent or more impair- 
ment of hearing. He also stated that “the diagnosis of 
the cause of deafness can often be made more satisfac- 
torily by means of the tuning fork.” 





FORKS— ALBERS 


of conductive loss, the Rinne may be positive when 
the loss by air conduction is less than 35 decibels (db). 

In testing normal subjects for the Rinne test, Alex- 
ander’! found a reversal phenomenon when using a 





Fig. 2. Recruitment can be shown by loudness balance tests. Soft tones are heard in the unaffected ear better (left figure). 
Moderate tones may be heard equally loud while high intensity sounds may actually seem louder in the affected ear. 


Harbert'® prefers the use of a 512 tuning fork be- 
cause it is heard and not felt as vibrations, as are 
forks of lower frequency. Higher frequency forks may 
actually be heard by air conduction when using them 
for bone conduction. 


Common Tuning Fork Tests 


One must evaluate the common tuning fork tests to 
learn how useful they are: 


Weber Test—Weber’s test is done by placing the 
stem of a tuning fork on the forehead or teeth and 
having the patient state whether the sound is louder in 
one ear. The sound should be lateralized to the poorer 
ear if a conductive loss is present, and to the better 
ear if it is a perceptive loss (Fig. 1). Confusion of 
lateralization may result from use of forks of different 


frequency, and if recruitment or resonance factors are 


present. 


Schwabach Test.—This test is a comparison of the 
duration of the patient’s bone conduction to normal. 


Rinne Test—Comparison of the duration of air con- 
duction to bone conduction is done to determine the 
cochlear reserve. Normally there is a 2:1 ratio with 
the hearing being twice as long by air as by bone. In 
conductive hearing losses, this relationship may be 
equalized or reversed, i.e., BC = AC or BC > AC. 
In perceptive deafness this ratio is maintained. The 
Rinne test is said to be positive when AC>BC as in 
the normal. When BC>AC, then it is a negative 
Rinne. It is important to test with 512 or 1024 forks 
to rule out combined hearing losses. In mild degrees 


1154 


tuning fork vibrating very strongly, i.e., the person 
with normal hearing finds the sound louder by bone 
conduction. This “pseudo-negative Rinne” is due to 
stimulation of both the hearing organs by bone con- 
duction as compared to one by air conduction. 


(2BC > 1AC) 


Bing Test—The base of a tuning fork is placed on 
the mastoid and when hearing ceases, the meatus is 
occluded and if the fork is again heard, the Bing test 
is said to be positive. 


Gelle Test—Increased meatal pressure causes de- 
creased cochlear response. Reversal of this phenome- 
non, increased loudness with more meatal pressure, 
was reported by Clarke’® in 18.5 per cent of patients 
with otosclerosis. 

According to Clarke,!® absolute bone conduction is 
not determined by vibrations conveyed to the cochlea 
directly, but by sympathetic resonance of the cranial 
structure. The existence of conduction by resonance 
explains why the position of the fork stem on the skull 
is irrelevant. Cochlear reserve can be easily deter- 
mined by comparison of the subject’s absolute bone 
conduction (i.e., perception of a tuning fork placed on 
the mastoid, the meatus being closed by the finger), 
with a normal person’s absolute bone conduction. 

When the ears are both occluded and a vibrating 
tuning fork is placed on the glabella, lateralization 
would indicate a unilateral or unequal bilateral per- 
ceptive deafness. The tuning fork is then held close 
to the tragus, and transferred to the base of the mas- 
toid when no longer heard by air. A conductive loss 
is present if the fork is still heard after the meatus is 
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occluded. Comparison with normal absolute bone con- 
duction will now detect any additional perceptive loss. 

Better lateralization of the Weber test is possible, 
according to Miodonski'® when two turning forks are 
applied symmetrically to both parietal areas. One of 
the tuning forks vibrates but the other does not. 
Switching positions of the placebo fork and the 
vibrating one will give better orientation of the source 
of the “echo” tone. 

Recruitment is an unequal loudness phenomenon due 
to cochlear circulatory disturbances (Fig. 2). It is 


Fig. 3. Diplacusis is easily detected with a single 
tuning fork being heard at a different pitch in each 
ear. 


typically found in Meniere’s disease, and in other end- 
organ sensorineural lesions. When threshold tones are 
used, the better ear will hear the sound louder. How- 
ever, when similar intensity tones are heard as of 
equal loudness, the affected ear is said to be recruiting. 
At higher intensities, the affected ear may actually 
hear the sounds louder than the better ear. 

Moulden*? found that when the 512 tuning fork is 
used on the vertex of the head, recruitment may exist 
if lateralization alternates, depending on the intensity 
of the tone. He suggested that recruitment may explain 
the confusing and unreliable results for the Weber 
test as reported in textbooks. Advantages of testing 
recruitment by the Weber test include minimum equip- 
ment and ease of performance. 

Simple masking may be done by rubbing a sheet of 
smooth paper against the ear. A buzzing hum into a 
stethoscope will also effectively block out one or both 
ears for air conduction. The Barany noisemaker is of 
great help in ruling out a severe perceptive loss that 
seems to have good bone conduction but actually is a 
shadow response of the opposite good ear. 

“Diplacusis” consists of a single tone being heard 
at a different pitch in each ear (Fig. 3). It is due to a 
tension imbalance of the conductive mechanism of one 
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ear. The tuning fork can easily detect this phenomenon 
by testing first one and then the other ear with the 
same fork. When the fork is held against the vertex 
of the skull, two different tones may be heard. Fol- 
lowing tympanoplasty or stapial surgery, diplacusis 
may be present for several weeks. 


Summary 


Tuning forks have been used for 250 years to 
standardize the pitch of various musical instruments. 

A 512 tuning fork will quickly help in distinguishing 
a conductive hearing loss (BC>>AC) from a per- 
ceptive type (AC>BC). 

Proper masking is very important in determining 
true cochlear reserve. 

Perceptive hearing losses may show recruitment or 
variable loudness imbalance. 

Diplacusis should be suspected when distorted hear- 
ing is present. 
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End Results in the Treatment of 203 Cases 
Of Carcinoma of the Larynx 


Many AUTHORS have reported on relatively 
large series of results in the treatment of carcinoma 
of the larynx. A wide variety of therapeutic measures 
have been employed and various ones have been 
claimed to be the procedure of choice by individual 
authors. 

It is the purpose of this paper to report one ad- 
ditional series of cases and to share our experiences 
with the accepted methods of dealing with this ap- 
parently increasing disease. No attempt will be made 
to establish an etiology or a preferred treatment for 
this often neglected condition. 

This series is made up of 203 consecutive cases of 
carcinoma of the epiglottis, larynx, and pyriform sinus 
seen in the Out-Patient Department of the Henry Ford 
Hospital coming for diagnosis and, in most in- 
stances, definitive treatment for symptoms. These 
patients were seen between the years 1946 and 1960. 
It is recognized that the more recent cases have had 
relatively short periods of post therapy follow-up. 
Represented are the efforts of individual members of 
the Department of Otolaryngology over this fifteen- 
year period each with his own ideas as to manage- 
ment. The author personally directed the manage- 
ment of the majority of these patients. 


TABLE I. AGE DISTRIBUTION 


Age Number of Patients 
20-30 1 
31-40 3 
41-50 45 
51-60 66 
61-70 68 
71-80 19 
81-90 1 


Total 203 


Of the 203 cases, 193 patients were male and ten 
were female. This is typical of the series reported by 
others. Table I indicates the age distribution of our 
cases, the youngest of whom was twenty-eight years 
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old and the oldest eighty-one. We note that the vast 
majority of cases fall in the sixth and seventh decades. 

The smoking history of most cases was recorded 
and it was found that 163 smoked actively at the time 
of onset of symptoms or had smoked in the past. Only 
ten patients stated that they had never smoked. There 
was failure to record the smoking history in twenty- 
five patients. Hoarseness was their first symptom in 
167 patients. 


TABLE II. DURATION OF SYMPTOMS 


Duration Number of Patients 


One month 

Two months 
Three months 

Six months 

One year 

Two years or more 


Not re -orded 


Total 


Table II documents the duration of symptoms before 
definitive care was received by the patients. Many 
patients had consulted doctors only to be told that 
their hoarseness was due to laryngitis or excessive use 
of the voice and were given medication or assurance. 
Of interest here we note that 110 patients had had 
symptoms for six months or longer. Surely there is an 
object lesson here. 

As indicated earlier, a wide variety of therapeutic 
measures were employed in the management of these 
cases, not uncommonly more than one procedure was 
necessary to control or attempt to control the disease. 

Radiation therapy by 200 KV x-ray early in the 
series and by Cobalt 60 during the past eight years 
was used as a primary method of treatment in a total 
of sixty-nine cases. In some of these, surgery had 
been advised and refused by the patients or the lesions 
were felt to be inoperable. Of the latter, a few were 
later able to have surgery with the hope of obtaining 
a cure. Table III demonstrates the results of treatment 
in this group. 

In eleven cases treated primarily with radiation, the 
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patients later had laryngectomy. One of these has 
been free of disease for two years and six have been 
well for more than one year. Four of this group died 
with disease. Two additional patients had laryn- 
gectomy combined with radical neck dissection, one 
of whom has remained free of disease and one who 
died of his disease. 


Table IV tabulates the results following laryngo- 
fissure or hemilaryngectomy. A total of thirty-eight 


TABLE III. RADIATION 
PRIMARY TREATMENT 


Outcome Number of Patients 
Five years—cure 16 
Four years—cure 2 
Three years—cure 
Two years—cure 1 
One year—cure 1 
Died with disease 1 
Died without disease 
More than five years 
Less than five years 


patients fell into this group, of whom three later had 
radiation for recurrence and eight later had laryn- 
gectomy for incomplete removal or recurrence. Seven 
of the latter group were well for more than five years 


and one died at less than five years, free of his disease. 
TABLE IV. LARYNGOFISSURE 
Outcome Number of Patients 

Five years—cure 21 
Four years—cure 4 
Three years—cure 4 
Died with disease 6 
Died without disease 

More than five years 

Less than five years 
Last to follow up 


At one year 
At two years 


Table V tabulates fifty-three cases of laryngectomy, 
eight of whom later had radical neck dissection for 
metastatic disease. 

Table VI indicates the results in fourteen cases of 
combined laryngectomy and radical neck dissection 
as a primary procedure. Obviously this group was 
made up of the more advanced lesions, many of them 
pyriform sinus involvement. As expected, the lowest 


survival rate is in this group. Of interest in this series 
is a group of six patients in whom a diagnosis of 
carcinoma in situ was diagnosed following removal 


of apparently benign polyps or nodules. None of 
TABLE V. LARYNGECTOMY 
Outcome Number of Patients 
Five years—cure 24 
Four years—cure 5 
Three years—cure 5 
Two years—cure 
One year—cure 
Died with disease 
Died without disease 


More than five years 
Less than five years 


these patients has required further therapy. Five have 
been well for at least five years; another is well two 
years after excision. 

Eight cases of the series were either inoperable or 
the patients refused treatment of any kind when first 


TABLE VI. LARYNGECTOMY WITH 
RADICAL NECK DISSECTION 

Outcome Number of Patients 

Four years—cure 

Two years—cure 

One year—cure 

Died with disease 

Operative death 


seen. One of these eight was lost to follow-up and 
one was reported elsewhere to be well and free of 
disease two years later. 

The total survival rate for the entire series was 
79.3 per cent. If the eight patients who were in- 
operable or refused treatment were to be eliminated, 
we have a survival rate of 83.3 per cent for all cases 
treated. 


Summary 


The results of treatment of 203 cases of carcinoma 
of the larynx and pyriform sinus are reviewed. A 
total survival rate varying from one year to five years 
of 79.3 per cent was obtained in this series. Particular 
emphasis should be placed on early diagnosis so that 


more successful therapy can be given. 





Cancer can be far more effectively controlled by the general practitioner who brings 
his apparently well patients under careful and periodic scrutiny for precancerous lesions 
than by all the specialists, with their improved techniques of surgery and irradiation after 


a frankly malignant lesion has developed. 
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The Surgery of Deafness 


IV. The Surgery of Otosclerosis 


U npoustepty, the most frequently performed 
operations today for the relief of deafness are the 
stapes mobilization and stapedectomy for otosclerosis. 
Otosclerosis is an hereditary dystrophy of otic cap- 
sular bone, frequently of multicentric origin, with a 
predilection for that area immediately anterior to the 
stapes footplate. The dystrophic, highly vascular bone 
replaces normal bone at a very slow rate, and when 
it impinges upon the stapes footplate, immobilizes it 
producing a conductive deafness. The only symptom, 
deafness, comes on in young adulthood, and is slowly 
progressive. It is painless. Otosclerosis involves ap- 
proximately 5 per cent of the white race, but produces 
clinical symptoms in only 12 per cent of those affected. 
Thus, there are probably eight million people in this 
country with otosclerosis, and of these, one million 
are afflicted with clinical otosclerosis. 

The history of the surgery of otosclerosis is fas- 
cinating, because we think of the surgery of the ear 
as the pinnacle of modern microsurgery, whereas in 
reality little is being done today that was not con- 
ceived and actually performed nearly a century ago. 
The first stapes mobilization was performed by Kessel? 
in 1878, using some of the same techniques utilized 
today. He described a series of 20 mobilizations, 
many of which produced gratifying and lasting results. 
Other otologists of his day also performed many 
stapes operations with success; even stapedectomies 
were performed. What forced them to abandon their 
techniques is not known. It is known, however, that 
the leading otologists of the day roundly condemned 
this surgical interference and in a short time the direct 
attack upon the stapes was abandoned. The attempts 
to open the inner ear to the access of sound were 
shifted to other parts of the otic capsule, and it was 
not until the late 1930’s that otosurgical principles 
established by several brilliant European otologists 
culminated in the development of the one-stage laby- 
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rinthine fenestration by Lempert.? There were several 
disadvantages to this monumental achievement, how- 
ever, namely the often prolonged postoperative vertigo, 
the presence of a mastoid cavity, and the unfulfillment 
of the entire capability of the inner ear. Then, 
Rosen, in 1953, re-discovered stapes mobilization and 
the relative ease with which normal hearing could 
frequently be regained. In 1957, Shea* re-discovered 
stapedectomy, and today this operation with its many 
variations is commonplace. Of the many who con- 
tributed to the evolution of the surgery of otosclerosis, 
probably the longest to be remembered will be Lem- 
pert, who by his perspicacity, profound respect for 
tissue, and sheer surgical ability, made surgical inter- 
vention in otosclerotic deafness “respectable.” 


Varieties of Stapes Operations 


and Results 


All of the present-day middle ear operations for 
otosclerosis utilize the meatal flap approach developed 
by Lempert for another operation, namely the 
tympano-sympathectomy.® This latter procedure is no 
longer performed, but it gives the operator excellent 
access to the middle ear. The skin of the posterior 
canal is incised after local anesthesia is obtained, and 
the dermoperiosteum elevated down to the annular 
ligament of the tympanic membrane (Fig. 1). This 
ligament is elevated from the posterior half of its 
sulcus, leaving the canal skin attached to the tympanic 
membrane. The whole is then reflected forward ex- 
posing the posterior half of the tympanum. Some bone 
from the postero-superior canal rim must then be 
removed to expose the stapes, lower half of the incus, 
stapedial tendon, pyramidal eminence, and_ facial 
nerve. The whole operation save the first step or two 
is performed under the co-axially illuminated binocular 
operating microscope, at from ten to twenty-two 
magnifications. The operating field, in entirety about 
half the size of a little fingernail, is now ready, and 
any of the following may be performed. 
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Simple Mobilization—With a needle placed on the 
stapedial capitulum, gentle rocking motions are applied 
to the stapes in the direction of the tendon, diagonally, 
and supero-inferiorly. When only a minimal degree of 


tendency to heal by fibrous union whereas otosclerotic 
In the operation, the 
anterior crus is partially cut away and the footplate 


bone heals by bony union. 


fractured transversely behind the otosclerotic focus. 
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Fig. 1. Technique of Tympanotomy. 
(a) through skin and periosteum. Elevation 


annulus tympanicus without detaching the skin flap from the tympanic membrane 


A bullet-shaped incision is made with a_ sickle-knife 
the dermoperiosteum is carried out (b) to the 


The flap and 


tympanic membrane is reflected forward (c) exposing the posterior half of the tympanum and part 
of the incudostapedial joint. Removal of postero-superior canal bone exposes (d) the operative field. 


may be attended 
If more than 


otosclerotic bone fixes the stapes, this 
by successful bobbing mobilization. 
minimal fixation is present, refixation usually occurs 
in days to months. In our series, 26 per cent of simple 
mobilizations have held up longer than a year. 


Anterior Crurotomy (Fig. 2.)—This operation was 
designed by Fowler® to take advantage of two features; 
first, at least one-fifth of otosclerotic ears have the 
focus restricted to the anterior third of the footplate, 
and second, normal stapedial bone has a strong 
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This isolates the anterior focus while providing a 
mobile posterior assembly. It is productive of sustained 
serviceable hearing in 65 per cent of cases in our 


experience, with no instances of cochlear losses. 


Crural Repositioning (Fig. 3).—An_ operation 
described by Juers is designed to take advantage of a 
central, uninvolved area of footplate by mobilizing it 
and swinging the end of the posterior crus over to meet 
it, producing a single-legged mobile stapes. A modifi- 


cation of this is described by Portmann, who resects 
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the anterior crus and stapes footplate, and interposes 
(Fig. 4) a sheet of fascia between the posterior crus 
and the oval window. 


Stapedectomy and Prosthesis (Fig. 5).—Where cir- 
cumferential, bipolar (anterior and posterior), or 
diffuse footplate otosclerosis is present, simple or peri- 


structive principles embodied in this operation are 
merely the sealing of the open oval window with a 
free connective tissue graft which becomes a cicatricial 
diaphragm, and the placement of a rigid structure be- 
tween this graft and the rest of the ossicular chain. A 
variety of tissues for the graft are available, including 
vein wall, perichondrium, fat, mucoperiosteum, and 





posterior 
crus of 
stapes 


fracture 
line 


normal bone 


mobilized 
piece of 
footplate 


segment of 
vein wall 


polyethylene 
strut 














Fig. 2. Anterior crurotomy. An interior focus of footplate otosclerosis is present (right). The 
anterior crus is cut away and the footplate fractured just posterior to it. This mobilizes the pos- 
terior crus and two-thirds of the footplate. 

Fig. 3. Crural Repositioning. The posterior crus is swung forward to contact a central mobilized 
island of footplate free of otosclerosis 

Fig. 4. Interposition. The footplate is resected, its place taken by a sheet of fascia or vein wall. 
The posterior crus is retained. 

Fig. 5. Stapedectomy and Vein Graft. The entire stapes is resected, the footplate being replaced 
by vein wall and the crura by a polyethylene strut. 


basal mobilization is a temporizing maneuver and by- 
pass procedures are impractical. A total stapedectomy 
may then be indicated unless the thickness of a gnarled 
footplate makes this dangerous to the inner ear, which 
is the case in about 1 per cent of patients. The recon- 
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cartilage. For the crural replacement, stainless steel, 
polyethylene, free bone, and retained segments of 
crura are being used. Various combinations of the 
above grafts and prostheses have been described by 
different authors, and all are compatible with excellent 


JMSMS 





SURGERY OF OTOSCLEROSIS—McCABE AND RITTER 


results when properly carried out. The degree of 
success in the reported series of various types of 
stapedectomy vary from 82 per cent to 92 per cent 
for sustained serviceable hearing or closure of the 
audiometric bone-air gap to less than 10 decibels. We 
use the Shea combination of vein graft and poly- 
ethylene prosthesis predominantly, with a success rate 
of 90 per cent. There have been no conductive re- 
gressions, 


Discussion 
This high rate of success with stapedectomy is most 


encouraging, but the over-all statistics are tainted with 


a small but significant group of patients which modi- 


fies one’s enthusiasm. In from 0.5 per cent to 14 per 


cent of stapedectomies (depending upon whose series 
one considers), there occurs for some reason a 
moderate to severe inner ear deafness, with a decrease 
in bone conduction and an important impairment of 
the ear to discriminate speech sounds. In our series, 
this has occurred in 4 per cent. Whether this is due 
to sub-clinical suppurative cochleitis, intolerance of 
the inner ears of some patients to blood, an idiosyn- 
cratic fulminating atrophy of the organ of Corti pre- 
cipitated by acoustic trauma, or some other factor or 
combination of factors is not known. 

In our series and in numerous others, a significant 
inner ear loss has never followed an operation less 
than a stapedectomy. Primarily for this reason, one 
of the simpler operations is performed whenever that 
operation has a good chance of success. It has never 
been an acceptable surgical principle to perform a 
larger operation when a smaller operation will produce 
an equally good functional result. If, for example, an 
anterior crurotomy would have been all that was 
necessary to successfully restore hearing in 10 per cent 
of a series of 100 routine stapedectomies, then ten 
patients were needlessly exposed to the possibility of 
permanent inner ear damage. This seems self-evident, 
and yet the lure of the high success rate in stapedec- 
tomy has drawn some otologists to this operation as a 
routine measure. Until a method is devised to exclude 
from operation those with a propensity for inner ear 
damage, or the pathogenesis of the complication is 
delineated, this does not seem a justifiable course of 
action. 

A number of criteria for stapes operations have been 
developed which serve as a guide at the University 
of Michigan Medical Center for the selection of 
operation. Conservation is the keynote, and will be 
until history delivers its decision. 
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Stapes Operation Criteria 


I. Simple Mobilization. This is done in all cases where 
feasible. It may be feasible when the following condi- 
tions are fulfilled. 

A. First operation. If a simple mobilization has been 
done before and has failed, a repeat simple mo- 
bilization will fail also. 

A “blue footplate” (thin, translucent) is present. 
. Otosclerosis is anterior and minimal, or merely 
ligamentous. 


Il. Anterior Crurotomy. Requirements are twofold. 
A. Blue Footplate. 
B. Only anterior otosclerosis present, involving no 
more than the anterior third of the footplate. 
This operation is attempted wherever conditions per- 
mit. If the posterior crus is broken unintentionally, it 
usually fractures near the base. In this event, crural 
repositioning, interposition operation, or stapedectomy 
is performed, depending upon anatomical conditions 
such as footplate visibility, depth of the oval window, 


and others 


III. Stapedectomy with Prosthesis. As long as it is assumed 
that any otosclerotic ear is amenable to a stapedectomy, 
severe inner ear losses will continue to occur as a com- 
plication at a maximal rate 

A. Requirements 
1. Failure or non-feasibility of above techniques 
2. White or diffusely otosclerotic footplate 
B. Conduct of stapedectomy 

1. The oval window and footplate after thorough 
denudation of mucoperiosteum must be scrupu- 
lously dry. 

2. The vestibule should be open the shortest 
possible length of time 

3. Testing, plunger-like motions on the restored 
ossicular chain should be minimized. 

The following categories shall be excluded from 

stapedectomy. 

1. The presence of obliterative footplate oto- 
sclerosis 
Patients with a history of recurrent end-organ 
vertigo and fluctuation of hearing. 
Patients with a history of recurrent external 
otitis, a history compatible with an acute sup- 
purative otitis media within three months, or 
the presence of thick, velvety middle ear mu- 
cosa at operation. 
Patients with a significant contralateral nerve 


deafness 


IV. Those excluded from stapedectomy may be offered con- 
tinuance of their hearing aid, or a fenestration if a 


suitable candidate 


Efforts at Predetermining Extent 
of Otosclerosis 


The only method known today of determining the 
extent of the otosclerotic process is by direct observa- 
tion. Frequently, the exact distribution of the oto- 
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sclerotic bone escapes detection until removal of the 
crura and mucosa over the footplate. The degree of 
deafness present would seem to be a function of the 
degree of otosclerosis present, but this is not the case. 
Ofie patient with a thick, solid white footplate might 
have only a 45 db loss, while another with minimal, 


Blue Footplates 


operative audiogram, the more lightly fixed is the 
stapes. Our comparisons do not bear this out. 


Postoperative Rise in Bone Conduction 


It is well accepted that following the fenestration 
operation, there usually occurs an increase in bone 


White Footplates 


Fig. 6. Comparison of the preoperative bone conduction curves of two groups of patients. Those with blue footplates are 
represented to the left, and those with white footplates to the right. All bone curves fell within the lightly shaded areas, with 
the heaviest concentration of bone curves in the darkly shaded areas. The similarity of distribution regardless of whether the 
footplate was blue or white is striking. A Carhart notch occurred twice as frequently (50 per cent) in the white footplate 


series than in the blue footplate series (25 per cent). 


anterior otosclerosis might have a 70 db loss. Since 
it is obviously better to be able to prepare a patient 
for only one course of action than the possibility of 
several during the operation (the different elections, 
variability of results, and the possible complications 
have already been listed), it would be desirable if the 
surgeon knew beforehand if the patient had minimal 
or advanced otosclerosis. The shape and position of 
the audiometric bone conduction curve varies greatly 
from one patient to another. To determine if this 
might give a clue to the answer, the bone curves of 
100 patients with blue footplates and 100 patients with 
white footplates, all proven by direct examination, 
were compared (Fig. 6). It can be seen at a glance 
that not only the range but the heaviest concentration 
of bone curves are nearly identical in these two groups 
of patients. The only difference of any statistical 
significance detected was the presence of a Carhart 
notch (depression of conduction at 2000 cps with 
recovery at 4000 cps) in 50 per cent of those patients 
with white footplates, and only 25 per cent of those 
with blue footplates. There is a tendency to assume 
that the better the bone conduction is on the pre- 
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TABLE I. POSTOPERATIVE BONE CONDUCTION 
CHANGES AFTER SUCCESSFUL STAPES OPERATION 


(200 cases) 


Type of Surgery 


| | 
500 eps | 1000 eps | 2000 cps | 4000 cps 


Simple mobilization or | | 
crurotomy +4 db +7 db | +7 db | +3 db 


Stapedectomy 0 db +4 db | +5 db | —5 db 


conduction greatest at 2000 cps, but also at the other 
three frequencies. This is assumed to be due to a 
release of the mildly immobilizing effect the closure 
of one window has upon the inner ear fluids. In order 
to determine if this were so for stapes operations as 
well, the preoperative bone conduction values of 200 
patients were compared with postoperative values at 
the four usual frequencies. The results are tabulated 
in Table I. There was found to be a general rise in 
bone conduction involving most frequencies in the 
majority of operations. The rise averaged 5 db for 
each frequency after simple mobilization or crurotomy, 
but an average rise occurred at only the middle two 
frequencies after stapedectomy. At 4000 cps, there 
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was an average drop of 5 db after stapedectomy. The 
failure of an equal rise after stapedectomy may be 
the result of acoustic trauma. If so, it stresses the 
importance of an operative technique as meticulously 
atraumatic as possible during this procedure. 


Summary 


Operations upon the stapes for the relief of oto- 
sclerotic deafness have been revived in recent years 
and brought to a high degree of effectiveness. There 
are numerous techniques available today, each with its 
indications depending upon surgical pathology. We 
believe that stapedectomy, the most commonly per- 
formed technique, should not be performed routinely 
because the incidence of complication is higher. 

There seems to be no indication from an examina- 
tion of the preoperative bone conduction curve which 
patient will be a candidate for a stapedectomy and 
which a candidate for a simpler operation. 


A rise in bone conduction values following a suc- 
cessful stapes operation may be expected. This rise 
is greater following a simple operation than following 
stapedectomy. 
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Detection of Glaucoma 


A new plan to speed up the detection of glaucoma in 
its early stages and thus reduce the toll of blindness 
was announced recently by Dr. Luther L. Terry, Sur- 
geon General of the Public Health Service. 

In announcing the new plan, Dr. Terry pointed out 
that early detection and treatment is of utmost im- 
portance in glaucoma control. If detected too late, 
severe sight impairment and blindness are inevitable. 

From a medical standpoint, Dr. Terry noted, the 
early detection of individual cases of glaucoma is now 
relatively easy. The problem is that not enough 
people take the tests regularly. 

The new plan will collect and move information be- 
tween the Public Health Service and official and 
voluntary health agencies throughout the Nation. It 
will: 

1. Provide the Public Health Service with complete 
and continuous information on the extent and nature 
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of glaucoma-detection activities across the country. 

2. Provide official and voluntary health agencies 
with information on the best new methods of early 
detection of the disease. 

Another important benefit, Dr. Terry said, will be 
better information on the actual prevalence of glau- 
coma in the United States. 

The Public Health Service is now distributing 
questionnaires to all State and local health agencies 
conducting early-detection programs. The National 
Society for the Prevention of Blindness will make the 
questionnaires available to all its affiliates throughout 
the Nation. 

Incoming information on the extent, methods and 
results of the various glaucoma-detection programs will 
be analyzed by the Public Health Service, and sum- 
maries will be issued periodically for the use of health 
agencies in their glaucoma-detection programs. 





Professional Standards and Economic 
Status of Nurses in the 
United States 


Au the current discussion on whether nursing is 
a profession seems to direct attention away from the 
central issue. The underpinning of nursing is the 
quality of service and the nature of the service. 
Lambertsen in her book, Education for Nursing Lead 
ership, takes the view that the question is not whether 
nursing is a profession, but rather, is there a necessary 
element of professional function within the occupa- 
tion.! She maintains that nursing is an occupation, 
a socially accepted occupation in the field of health 
services. Nursing is an essential service to the health 
and welfare of the citizens of the nation. The nature 
of the nurse’s duties should speak for themselves. All 
the references to status or the social hierarchy nurses 
seek are not related to the duties performed. The 
focus of attention in Lambertsen’s view must be on 
nursing rather than on the nurse.’ Instead of claim- 
ing professional rank on the basis of status, the em- 
phasis should be upon occupational competency. 
Groups seeking status and recognition through the 
term “professional” rest their claim on: educational 
requirements, experience, and standards of behavior. 
While it is true that education is an important aspect 
of professionalism, nurses cannot claim professionaliza- 
tion solely on the basis of education. There are some 
nurses who have not kept pace with changes in nursing. 
For these, the learning process ended with graduation. 
They have not attended the growing list of courses, 
workshops, and clinics being offered for nurses which 
are designed to keep them properly informed. Ex- 
perience likewise cannot serve solely as the basis for 
professionalism. What kind of experience really 
counts—taking temperatures? keeping records? being 
a supervisor? dispensing aspirins? Others can do these 
functions without any broad experience. Standards 
of behavior or professional ethics are also important, 
but standing alone they are insufficient for claiming 
professionalization. The standards of behavior are 
printed on quality paper; the words are well chosen; 
they sound well; there is a certain rhythm to the 


From the Labor and Industrial Relations Center, Michigan 
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style used in putting the words together. Words alone, 
no matter how pious they may be, do not make for 
professional status. 

Professional ethics are not something mysterious, 
nor do they take the form of some catechism. The 
standards, competency, and professional ethics take 
substance and form in the corridors, laboratories, hos- 
pital rooms, clinics, medical departments of business 
and industrial establishments, and wherever nurses dis- 
charge their job duties. The professional ethics are 
only so many words in a particular combination. They 
take on meaning through action, responsible action, 
It should be 
remembered that “by ye actions, ye shall be judged.” 


both individual and collective action. 


Furthermore, status, like respect, cannot be given. It 
must be rightfully earned. 

This is not to say that professional ethics are not 
important. They are. It is recognized that the pro- 
fessional nurse must not only be prepared adequately 
to practice, but must maintain professional status 
through continued reading, study, observation, and in- 
vestigation. As indicated in the American Nurses As- 
sociation, “A Code for Professional Nurses,” the nurse 
has the “fundamental responsibility to conserve life 
and to promote health.” This Code stresses both the 
patient-nurse relationship and the physician-nurse re- 
lationship. There are other aspects of this professional 
code, but two need sharp emphasizing: 


1. “The nurse has an obligation to give conscientious 
service and in return is entitled to just remuneration.” 


2. “A nurse should participate and share responsibility 
with other citizens and health professions in promoting ef- 
forts to meet the health needs of the public.” 


Thus, it would seem that nurses have a two-fold 
responsibility. First, they are concerned with the 
health needs of the public. Nurses, in the words of 
a recent International Labor Office (I.L.O.) report, 
“supply the most exacting, comprehensive and respon- 
sible care of a nursing nature” available in a given 
country including those competent in research, con- 
sultation, education, and planning of health pro- 
grams. Second, nurses have a responsibility for the 
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welfare of their group and for their own personal 
welfare. 

Are professional nurses meeting these responsibili- 
ties? One dimension of the professional code is the 
responsibility for seeing that a sufficient supply of 
qualified nurses is available to meet current needs. 
The nation is reminded periodically of the shortage 
of nurses. Members of the various groups interested 
in nursing are spending considerable time, effort, and 
money in the recruitment of nurses. The success 
of these campaigns to date has been extremely limited. 
To put it more succinctly, they have failed to attract 
people to nursing in sufficient quantity to meet all 
the demands. Furthermore, they are doomed to failure 
unless all segments of the nursing profession seek 
sufficient improvement in the nurse’s economic and 
occupational status. As the Committee on the Func- 
tion of Nursing pointed out in 1948, “a major reason 
for the shortage of nurses is the traditional tendency 


to minimize economic incentives in rewarding nurses. 


TABLE I. EARNINGS FOR THREE CLASSES OF 
NURSES IN THE UNITED STATES 
1957-1959 


Average Weekly 
Class Earnings Year 
Industrial nurses* (Registered nurses) $88.35 1958-59 
Public health staff nurses** 1958 
Local official health units 82.71T 
Non-official agencies | 74.63T 
General duty nurses 64.27t 1957 


| | 
*Data adopted from Wages and Related Benefits, 20 Labor Markets, 
1958-59. Bureau of Labor Statistics (Bulletin No. 1240-22), 
Washington, D.C. 
**Data adopted from Facts on Nursing, p. 139, 1959 edition. 
+tData computed from median annual salaries. 


{Data for female professional nurses in non-government hospitals in 
16 major metropolitan areas. Data adopted from Facts about 
Nursing, p. 127, 1959 edition. 


The profession has been losing potential recruits to 
competing professions and occupations.”* This astute 
observation made thirteen years ago is still valid today. 

What inducements are there for a person to become 
a nurse? What can young persons be told about the 
profession which will attract them? Recruitment mate- 


€ 


rials place heavy emphasis on “service,” on “glamor,” 
and on “women in white” (crisp white uniforms). To 
be of service to mankind may attract those persons 
motivated by high ideals. It is apparent, however, 
that this approach has had limited success. As in- 
dicated in Table I, the monetary considerations for 
nursing are not overly attractive. 

The range of average weekly earnings for three 
different classifications of professional nurses in the 
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United States is from a low of $64.27 for general 
duty nurses to a high of $88.35 for industrial nurses. 
The public health staff nurses in local official health 
units received $82.71 a week while the public health 
nurses in non-official agencies received $74.63. 


TABLE II. AVERAGE WEEKLY SALARY OR SALARY 
RANGE FOR THREE CLASSES OF 
NURSES IN MICHIGAN* 


Average Weekly | 
Salary } Year 


Industrial nurse $98.68 1959 
Public health official (range) ** 
R.N 


$74.07-$ 84.35 | 1960 
$83.11-$ 92.01 1960 
$89.27-$ 98.58 | 1960 
$90.93-$103.70 1960 
$72.81-$ 81.06 1960 


P.H.N.—IA 

P.H.N.—IB 

P.H.N.—II 
General duty (range)t 


*Data adopted from a study of the economic status of nurses in 
Michigan conducted by Avis Dykstra and D. H. Kruger. 

**Data are for forty out of forty-three official city, county and district 
health departments. The respondents cited ranges rather than 
actual salaries paid. 

t Data are for full-time professional nurses employed by 189 hospitals 
excluding state controlled and Veterans Administration. The respond- 
ents cited ranges rather than actual salaries paid. 


Table II presents the data on three classes of nurses 
in Michigan. It is seen that industrial nurses, on 
the average, earned $98.68 per week in 1959. Full- 
time general duty nurses employed in 189 hospitals 
in the State received, on the average, between $72.81 
and $81.06 per week. Registered nurses employed 
in official public health agencies received slightly more. 
They averaged between $74.07 and $84.35 per week. 
Table II also includes data on four classifications of 
public health nurses. The essential differences be- 
tween these classifications are education and experi- 
ence. A public health nurse IA earned, on the 
average, between $83.11 and $92.01, while a public 
health nurse II received, on the average, between 
$90.93 and $103.70 per week. 

When the data for Michigan is compared with 
that for the United States, it is seen that nurses in 
the state fared somewhat better. The difference can 
be explained, in part, by the conditions prevailing 
in the labor market in Michigan. Employers of nurses 
compete with other employers for labor services. Be- 
cause of the state’s industrial complex, Michigan 
workers do receive higher wages, on the average, than 
do workers in less industrialized states. The wage and 
salary programs in industry and business have an 
impact on the compensation of nurses. 

The significance of these weekly earnings of these 
nurses is brought into sharp focus when compared 
with the occupational earnings of other groups of 
workers such as secretaries, teachers, and truck driv- 
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ers. These comparisons are made in the absence of 
any definite yardstick which can be used to measure 
the economic position of nurses. There are difficulties 
inherent in this kind of comparison. Job content, 
educational requirements, preparation, skill, and _re- 
sponsibility vary. 

It is, however, difficult to understand the rationale 
for the low salaries of professional nurses. In a free 
labor market, employes, for the most part, are paid 
according to their contribution which is largely deter- 
mined by the job to which they are assigned. In 
basing compensation on contribution, employes have 
accepted the principle that jobs be valued in terms 
of their significance to the organization.* The value 
of the job in relation to other jobs within the organiza- 
tion thus becomes the criteria for pricing of a given 
job, ie., the wage or salary paid. In determining 
the relative value of jobs and in setting a price on 
them, many employers, especially the larger ones, have 
adopted job evaluation systems. While the systems 
may differ, the essential components are similar.+ 

Determining the compensable factors is the core of 
job evaluation. These factors, when analyzed for 
each job, place one job at a higher level in the job 
hierarchy than others. Higher rates of pay are as- 
signed those jobs which are at a higher level. The 
most common compensable factors used in the job 
evaluation systems are: mental requirements, skill, 
effort, responsibility, and working conditions. Using 
these factors, it would seem that nurses should receive 
a much higher level of earnings. It is apparent, how- 
ever, either that distortions have developed in the 
systems used or that some other method of wage and 
salary determination has been devised for the nurses. 
Another possibility is that employers may not have 
recognized the contribution and significance of nurses 
to their orgamization. 

Another inducement which is used to attract new 
entrants imto nursing or to keep experienced nurses 
in nursing is the high status of the group. Nurses 
do have high occupational status.5 Nurses have had 
a long tradition for such status. One possible ex- 
planation may be found in the nature of service per- 
formed and in their close identification with the medi- 


cal profession.* The physician enjoys the highest 
status of all occupational groups.® This suggests a 


+For a more detailed explanation of job evaluation systems, 
see Belcher,t Chapters 6-10. 

*For a more general discussion of status, see Industrial 
Sociology by Delbert Miller and William Form. New York: 
Harper and Brothers, 1951, Chapter XI. Other good references 
may be found in the references of this chapter. 
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“spill-over effect” or status through osmosis. While 
the occupational status may be high, it is clear that 
professional nurses do not enjoy the same high eco- 
nomic status. 


It is difficult to make a strong status appeal in face 
of these earning differentials. Income is a funda- 
mental factor in status. As Miller and Form point 
out, “contemporary Western culture is materialistic 
and it tends to measure social honor in economic 


de 
6 


terms.”® Many persons apply a pecuniary yardstick 
in measuring status. A better job is, in many in- 
stances, a better-paying job. While there is much 
criticism about the growing emphasis on materialism, 


status tends to parallel economic levels. 


The data on nursing manpower appear to substan- 
tiate that current inducements are insufficient to at- 
tract the number of nurses needed to meet all de- 
mands for nurses. In January, 1958, it was estimated 
that there were approximately 460,000 employed pro- 
fessional nurses in the United States.6 This repre- 
sented a gain of 30,000 over the 1956 estimate. Most 
of this gain has been attributed to the increases in 
part-time employes and the return of married inactive 
nurses. While this gain represents approximately 
a 7 per cent increase, there are still unmet nursing 
needs. One measure of need can be expressed in 
terms of the ratio of nurses to population. In 1958 
there were 268 employed professional nurses per 
100,000 population in the United States. A reason- 
able goal is 300 nurses per 100,000 population ac- 
cording to the National League for Nursing.* There- 
fore, to meet this standard will require 56,000 addi- 
tional nurses. Although the number of professional 
nurses is increasing, the population of the nation is 
also increasing. The rapid population growth of the 
nation has accentuated the shortage of professional 


nurses. 


Michigan is also experiencing a shortage of pro- 
Currently (1960), there are ap- 
proximately 29,000 registered nurses in the State. 
Of this number it is estimated that only 15,515 
registered nurses are employed. With a population 
of 7,750,000 in 1960, Michigan has 214 active reg- 
istered nurses per 100,000. As indicated above, the 


fessional nurses. 


National League for Nursing has recommended a 
minimum ratio of 300 per 100,000. On this basis, 
Michigan should have 22,675 active registered nurses. 
Thus, the current shortage of registered nurses in 
Michigan is estimated to be 6,160. Viewed another 
way, the state has 72 per cent of the total of registered 
nurses needed to supply adequate nursing care. 
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As the I.L.O. report (cited earlier) pointed out, 
nurses supply “the most exacting, comprehensive 
and responsible care of a nursing nature . . .” Nurses 
are responsible to the patients. According to Tyler, 
“The nurse is primarily dedicated to the welfare of 
those she serves, to the maintenance and improvement 
of their physical and mental health.”’ The question 
may well be asked: Can the nurse be dedicated to 
the welfare of those she serves when there are so 
many patients to serve? With the shortage of quali- 
fied nurses, what kind of patient care is being rend- 
ered? The growing complexity of health care in 
1960 requires an adequate supply of qualified per- 
sonnel to provide this kind of care. Recent publicity 
has dramatized the shortage of nurses.** 

In addition to the nurses’ responsibility to the pa- 
tients, the nurses are also responsible to their em- 
ployers. This means primarily that the nurse dis- 
charge her duties in a creditable manner, that she 
work effectively and efficiently in furthering the ob- 
It does not 
mean that the nurse should assume the entire respon- 


jectives or goals of the organization. 


sibility for solving the economic problems of her em- 
ployer in order to provide adequate nursing care. 
The nurse should be paid commensurate with her 
education, skill, and job responsibilities. It is not her 
role to subsidize the cost of health care. It is the 
public’s responsibility to decide the quality of nursing 
care it desires and to meet the cost of this care. 
There are references in literature to the three-fold 
responsibilities of nurses; their responsibility to the 
patients, to the doctor if they discharge their job 


duties under the doctor’s supervision and to their 


employers.* Nurses, however, have a fourth respon- 
sibility. They have a responsibility for the welfare 
of their group and for their own personal welfare. 


According to the American Nurses’ Association, “It is 
the nurse’s responsibility to work for the improvement 
of conditions of employment in order to make it 
possible for her to render nursing service at the max- 
imum of her efficiency.”® There is considerable evi- 
dence which suggests that nurses have not fully met 
either their responsibility for their group or for their 
personal welfare. While some improvements have 
been made,{ there remains much to be done if the 


**The front page of the New York Times of September 
25, 1959 carried these headlines: “2 Baby Deaths in City 
Hospitals are laid to Shortage of Nurses.” In the article, it 
was charged that these deaths occurred because of the short- 
age of nurses. It was also pointed out by the Commissioner 
of Hospitals that the Department of Hospitals had positions 
for 8,200 nurses, but had only 3,400 on its payrolls. 
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professional standards and economic status of nurses 
are to be improved. 

Bixler and Bixler point out that a profession, 
“strives to compensate its practitioners by providing 
freedom of action, opportunity for continuous pro- 
fessional growth and economic security.”= The eco- 
nomic security of nurses has not kept pace with the 
rapid changes of the last ten years. The pressures 
exerted by the rising cost of living also affect nurses. 
While nurses may not be grounded in economic theory 
and the price mechanism, they do know what their 
pay check will buy in terms of food, shelter, and 
clothing. The nurses’ economic welfare depends not 
on how much money income she receives, but on the 
purchasing power of her income, the amount of goods 
and services which she can buy with it. Since pur- 
chasing power and the nurses’ economic welfare are 
so intertwined, one of the keys to work satisfaction 
is the relationship between her pay and the money 
she spends to feed, clothe, house her family, and for 
paying baby sitters. 

The quantity and quality of goods and services 
which the nurse can purchase are related to the “cost 
of living’ in her community. There are, however, 
no completely satisfactory measures of retail prices. 
The nearest satisfactory measure is the Consumer Price 
Index, commonly referred to as the cost-of-living in- 
dex, published by the U. S. Bureau of Labor Statis- 
tics. This index measures the average change since 
the period 1947-1949 in the retail prices of goods 
and services purchased by urban wage earner and 
clerical worker families. The index is compiled on 
the basis of data on prices collected in forty-six cities 
across the country. 

In the period 1949-1959, the Consumers Price In- 
dex increased by approximately 25 per cent.§ If the 
individual items which make up the Index are ex- 
amined, more impressive increases have occurred. Pub- 
lic transportation increased 93.0 per cent; rent up 39.7; 
medical care increased 50.8 per cent; all services up 
by 45.8 per cent, and footwear up by 35.2 per cent. 
Personal care increased 31.2 per cent. 

While living costs mounted, various occupational 
groups in the economy have sought to keep up with 


these increases. For example, the average weekly 


+For some indications of the extent of these improvements, 
as seen by two close observers of nursing, see Genevieve K. 
Bixler and Roy W. Bixler, “The Professional Status of Nurs- 
ing,” Amer. J. Nursing, pp. 1142-1147 (Aug.) 1959. 

§For more complete information on the Consumer Price 
Index, see United States Department of Labor, Bureau of 
Labor Statistics, Monthly Labor Review. p. 223 (Feb.) 1960. 
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earnings of production workers in manufacturing in- 
dustries increased from $54.74 in 1948 to $89.24 in 
1959, an increase of about 65 per cent. Steelworkers 
received average hourly earnings of $1.44 in 1947 
and $3.10 in 1959, an increase of about 115 per cent. 
By comparison, the average weekly salary of general 
duty nurses in 1948 was $48.00, and $64.00 in 1957, 
a gain of 33 per cent. For a forty-hour week, this 
would be $1.20 an hour in 1948 and $1.60 an hour 
in 1957. 

While these comparisons may not be entirely ac- 
curate, they at least indicate that the earnings of 
nurses, on the average, are not keeping up with 
those of production workers. Although Bixler and 
Bixler point out that professions can only imperfectly 
repay their practitioners by their service to society, 
it does seem that nurses have indeed lagged behind. 
The data on earnings indicate that nurses as a group 
are not meeting the responsibility for the welfare of 
their profession. The nurse professes “to do all in 
my power to maintain and elevate the standard of 
my profession.” 

Professional standards of nursing and the economic 
status of nurses are, in part, interrelated. Reference 
has already been made of the failure of the profession 
to attract a sufficient quantity of new recruits. The 
patient loads and the quality of patient care have 
been affected by the shortage of qualified nurses. Be- 
cause of employment practices of employers, coupled 
with the shortage of nurses, the professional nurse 
is witnessing a growing number of non-professional 
personnel performing services which should only be 
performed by competent registered nurses. How 
employers treat the professional nurses on the job, 
including compensation which injures personal dig- 


nity and integrity, affects professional standards. Their 
working conditions and job assignments are likewise 
matters affecting professional standards. The passive 
attitude of nurses towards their economic status is a 
matter pertinent to their professional standards. 

To enhance their professional standards, nurses must 
also improve their economic status. Achieving new 
economic status may well require the development of 


different institutional arrangements. Nurses work- 


ing through their professional associations must seek 
out solutions or a series of solutions to the economic 
problems which beset the professional nurse. In a 
free society, the decision to improve their economic 
status will be made by the nurses themselves. 
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Interesting Statistics 


More than 2.5 million persons now are engaged in 
work related to maintaining the health of the American 
people. The 1940 census showed that there were 1.0 
million persons in these fields, and in 1950 the number 
had grown to 1.6 million. 


a a. 


A total of 73,565 new students were admitted to 
schools of professional and practical nursing in the 


United States during 1960, compared to 71,297 in 
1959. The 1,152 professional nursing programs offered 
in hospitals, colleges and universities, and junior col- 
leges, admitted 49,787 new students in 1960, an in- 
crease of almost 2,000 over the 47,797 who entered 
in 1959. Estimated admissions to practical nursing 
programs for the same period showed a slight increase 
from 23,500 to 23,778. There were 661 such pro- 
grams last year, compared to 607 in 1959. 





Prolonged Convalescence Following 
Uncomplicated Surgery --- Why? 


Ir has been pointed out by Ravdin’ that the wide 
variety of interests relating to surgical convalescence 
have produced papers covering “the entire period of 
convalescence from the minutiae of tissue behavior 
through the psychological elements involved.” His re- 
marks had specific reference to the papers in the com- 
prehensive and classical monograph* on Surgical Con- 
valescence published September 10, 1958, by The New 
York Academy of Science. 

The shift to early ambulation following surgery 
has produced a re-focusing of attention on the con- 
valescent and the rehabilitation period. In many in- 
stances, surgical convalescence (especially that follow- 
ing uncomplicated surgery) appears to be prolonged 
beyond what would appear to be a safe and reason- 
able period of time in view of all the presently known 
factors. This is costly and, in many instances, does 
not seem to be in the best long-range interest of the 
patient. 

Industry must look upon its medical and benefit 
services, hospital, surgical, and other sickness insurance 
costs from two points of view. One point of view 
might be called selfish—if running the business in the 
best interests of the employee, the customer and the 
stockholder, can be so considered! It seems to me 
that this is not really selfishness but simply a matter 
of survival in the competitive markets of today—and 
of making sure that the business makes a profit. Sur- 
vival of any business in our system of free enterprise 
without reasonable and adequate profits is short-lived. 
The profit system as practiced under our concept of 
free enterprise and democracy is being challenged by 
many of our friends among our allies and is, of course, 
being constantly and viciously assailed by the com- 
munists. 

The second point of view of an industry towards 
these many and increasing employee benefits is certain- 


Dr. Wells is Medical Director, The Chesapeake & Potomac 
Telephone Companies, Washington, D. C. Presented before 
the Section on Occupational Medicine, Michigan State Medi- 
cal Society, Detroit, Michigan, September 29, 1960. 
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ly humanitarian and represents one of the many ways 
in which the corporate body is recognizing and ac- 
cepting its social obligations. People are the most 
necessary and vital asset of any business. Sick people 
must be cared for in many ways and by many people. 
When a company provides fringe benefits, abuses arise 

-some conscious, some subconscious; some deliberate, 
some not. Every employee should be treated with dig- 
nity and receive any and all benefits to which he is 
rightfully entitled, but abuse by a few results in prob- 
lems for the many. Prolonged absence following un- 
complicated surgery in many instances may well repre- 
sent such an abuse. 

Let us take a look at the magnitude of the prob- 
lem of return to work after surgery. There are ap- 
proximately 64 million workers in the labor force (ex- 
cluding the Armed Forces). According to the Sum- 
mary Report of the Research Council For Economic 
Security on Prolonged Illness—Absenteeism (1953- 
56) ,° the rate for workers of prolonged absence fol- 
lowing surgery was 32 per 1,000 man-years of ex- 
posure. This same report defines the average dura- 
tion of such absences as 10 weeks for both sexes. 
On this basis, there was an estimated 2,048,000 weeks 
per year of lost time due to prolonged absence fol- 
lowing surgery. Assuming the same number of weeks 
lost in 1959 and an average gross weekly earning of 
$90, the yearly cost of prolonged absence following 
surgery equates to $184,320,000. 

Before discussing some experiences with absences 


following surgery, a brief review of some of the basic 
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physiologic and body chemistry factors involved seems 
in order at this point. 

Return to preoperative baselines by the fifth post- 
operative day in uncomplicated surgical cases has been 
reported for creatine levels, corticosteroids, eosino- 
philes, et cetera. 

And, according to a study done by Howes and his 
associates* in 1929, the following are of significance 
in our knowledge of wound healing: (1) Skin wound 


REVIEW TABLE I. UNCOMPLICATED APPENDECTOMY 


() Total number of cases—335 
Chart 1 
(2) Ranges in Days 
Chart 2 
(a) Minimum 
Men: 11 days (Md.)—20 days (Md. Sub.) 
Women: 12 days (W)—19 days (W. Va.) 


(b) Maximum 
Men: 38 days (W)—55 days (Va. Adm.) 
Women: 44 days (W. Va.)—68 days (Md. Adm.) 
Total Days Range in Days 
Chart 3 
23 (W)—32 (W. Va.) 
29 (W)—36 Md. Sub.) 


Men: 3117 
Women: 6892 


Total: 10,009 
Average in days—29.8 (male and female) 





—maximum strength reached in eleven days. (2) Fas- 
cia—maximum strength reached in thirteen days. (3) 
Muscle wounds—maximum strength attained in twelve 
days. (4) Total abdominal wall—maximum strength 


in twelve days. 


REVIEW TABLE II. UNCOMPLICATED HERNIORRHAPHY 


(1) Total number of cases—85 
Chart 4 
(2) Ranges in Days 
Chart 5 
(a) Minimum 
Men: 18 days (Va. Adm.)—25 days (Md. Sub.) 
Women: 19 days (Va. Adm.) —67 days (W. Va.) 


(b) Maximum 
Men: 49 days (Md. Sub.)—72 (Md. Adm.) 
Women: 42 days (Va. Sub.)—78 (Va. Adm.) 
(3) Total Days Range in Days 

Chart 6 
37 (Va. Adm.)—42 (Md. & Va. 
Sub.) 

Women: 639 (W. Va.)—58 (Va. Adm.) 

Average in days—41.44 (male and female) 


Men: 2884 


Moore* has divided convalescence into four phases: 


1. Injury or Adrenergic Corticoid Phase —This lasts 
two to three days, It starts with trauma. There is 
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a loss of lean tissue and fat and a relative gain in 
body water. Corticosteroid changes are most marked 
in the first few hours of the illness during which water 
and salt are withdrawn from the renal tubules. Lean 
tissue loss reveals itself in nitrogen loss which is in 
direct proportion to the severity of the injury. 

The patient is weak, listless, has no appetite and 
prefers to be quiet and alone. During this phase the 
wound is entirely reliant on its sutures; there is no 


tensile strength. 


2. The Turning Point or Corticoid Withdrawal 
Phase-—This phase may last only one or two days. 
It has been recognized by surgeons for centuries and 
characterized by house staffs as “positive lipstick 
sign,” i.e., the corner toward recovery is turned. 

Lean tissue catabolism decreases and there is a 
reduction in the absolute urinary excretion rate. Per- 
istalsis returns, flatus is passed per rectum, water and 
salt excretion increases and the patient desires food. 


REVIEW TABLE III. 
UNCOMPLICATED HEMORRHOIDECTOMY 


(1) Total number of cases—191 


Men: 95 
Women: 96 


(2) Ranges in Days 
Chart 8 
(a) Minimum 
Men: 9 (Md. Sub.) —21 (Va. Sub). 
Women: 10 (Va. Adm. & Sub.) —32 (Md. Sub.) 


(b) Maximum 
Men: 41 (Va. Adm.)—73 (W. & Va. Sub.) 
Women: 49 (Md. Adm.)—81 (Va. Sub.) 
(3) Total Days Range in Days 
Chart 9 
21 (Md. Sub.) —33 (Va. Sub.) 
26 (Md. Adm.)—39 (Md. Sub.) 


Men: 2424 
Women: 3337 


Total: 5761 
Average in days—30.1 (male and female) 


The wound gains tensile strength rapidly and su- 
tures may be removed. The wound is free of acute 
pain. 


3. Strength: Spontaneous Nitrogen Anabolism 
Phase.—This long period of muscular regrowth and 
spontaneous anabolism will not occur without diet. 
Moore states: “During this period the patient gains 
strength and, after civilian surgery, can be sent home 

. exogenous caloric intake must be in excess of 
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work output if protein synthesis in muscle is to occur. 
Therefore, the patient should not return to work too 
soon.” 

The end of this phase of convalescence is influenced 
by “the genetic constitution, the sex, the age, and the 
external work requirement of the individual.” The 
patient becomes “hungry, ambitious, gabby, and 
bored” (Pace)* during this period which begins on 
the seventh to tenth postoperative day and lasts nine 
to thirty days. 


4. The Fat-Gain Phase: Fat Redeposition—The 
patient gains weight for several months. Total body 
water remains constant, i.e., the mark of fat gain. 
“When the patient’s body weight has returned to nor- 
mal, the fat-gain phase is over and biological con- 
valescence has ceased.” 

With this brief review of some of the basic chemi- 
cal and physiologic factors involved in surgical con- 


valescence, it seems appropriate now to review some 


REVIEW TABLE IV. 
UNCOMPLICATED DILATION AND CURETTAGE 
(1) Total number of cases—552 
Chart 10 


(2) Ranges in Days 
Chart 11 


(a) Minimum 
6 (Wash.)—11 (W. Va.) 


(b) Maximum 
34 (Md. Sub.)—97 (Wash.) 


(3) Total Days Range in Days 
11,150 17 (W. Va.)—22 (Va. Adm.) 
Chart 12 
Average in days—20.1 


practices and experiences currently available to us. 
Perhaps we can then draw some broad but pertinent 
conclusions—conclusions pertinent to individual wel- 
fare and pertinent to the economics of this problem 
as it affects an employee and his employer. 

In The Chesapeake and Potomac Telephone Com- 
panies, we have reviewed our experience with uncom- 
plicated operations such as appendectomy, hysterec- 
tomy, dilation and curettage, herniorrhaphys, and he- 
morrhoidectomys—during the years 1956-1958. Charts 
reflecting the number of cases, “range in days” and 
“total and average days” for each procedure are re- 
viewed and the highlights of these charts are outlined 
in Review Tables I through V for purposes of sum- 
marization and simplicity. 
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In the charts (1-17) and tables I-V), the captions 
are abbreviated as follows: 


W —Washington, D. C. 

Md. Adm. — Maryland 

Md. Sub. —Maryland areas suburban to Washington, D. C 
Va. Adm. —Virginia 

Va. Sub. —Virginia areas suburban to Washington, D. C 
W. Va. West Virginia 


These areas define certain corporate and administra- 
tive areas within the four Chesapeake and Potomac 
Telephone Companies. 


REVIEW TABLE V. UNCOMPLICATED HYSTERECTOMY 





(1) Total number of cases—146 
Chart 13 
(2) Ranges in Days 
Chart 14 
a) Minimum 


17 (Va. Adm.)—46 (W. Va.) 


(b) Maximum 
52 (W. Va.)—189 (W) 


(3) Total Days Range in Days 
9,120 50 (W. Va.)—71 (Va. Sub.) 


Chart 15 


Average in days—62.4 


TABLE A. TOTAL DAYS AND COST FOR ALL 
SURGICAL PROCEDURES 





Company Total | Total 
Dollars | Days 

Washington 
Maryland administrative 
Virginia administrative 
West Virginia 
Maryland suburban 
Virginia suburban 


$ 96,218.34 9,415 
67,337.26 


16,113.60 
15,013.85 


Grand total $313,928.26 | 


TABLE B. DISABILITY ABSENCE—MEDICAL* 


Disability Cause | Number Cases Total Time Average Time 


Acute sinusitis 79 
Common cold 125 
Duodenal ulcer | 132 
Heart disease 112 
Influenza 889 
Pharyngitis 75 


*Michigan Bell Telephone Company. 


Table A shows total days (38,454) and total costs 
($313,928.26) for the five surgical procedures studied 
in the three-year period 1956-58, inclusive. This 
equates to $8.11 per day for days lost through these 
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procedures. Thirteen hundred and nine (1,309) em- 
ployees were involved (between 4 per cent and 5 per 
cent of total employee group). This averages almost 


lh. 1 


Md.Sub. 


Chart 1. Number of cases—appendectomy. 





Wash. Ma. Adm. Va. Adm. Ww. Va. 


Chart 2. Range in days—appendectomy. 


$240 per employee for an average absence of twenty- 
eight days. 

Letters were sent to 100 gynecologists in the Wash- 
ington, D. C. Metropolitan Area and to eighty-five 
gynecologists in the Baltimore, Maryland, Metropoli- 
tan Area, asking their opinion regarding return to 
work following uncomplicated dilation and curettage, 
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and hysterectomy. There were seventy-three respond- 
ents in Baltimore and eighty in Washington. Their 
replies revealed a marked variation in the opinions of 
gynecologists as to the appropriate interval between 
uncomplicated dilation and curettage and safe return 
to work. This varied from 3 to 21 days with the 
largest number of physicians (35 out of 153) specify- 
ing 7 days. Obviously, this is at variance with our 
experience and that of others as shown in Chart 17. 


ak | 
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Chart 3. Total and average days—appendectomy. 


There was also a considerable variation in the opin- 
ions of these gynecologists relative to absence from 
work following uncomplicated hysterectomy. There 
was a spread from 21 to 70 days with 40 of 153 
respondents indicating 42 days. It is of interest to 
note that 22 respondents reported 28 to 42 days 
and 29 reported 28 days. Certainly the majority in- 
dicated 28 to 42 days as a safe convalescent period. 
This is at variance, too, with Chart 17 illustrating our 
experience and that of others. 

Charts 16 and 17 compare the over-all averages for 
post-surgical absences in our C. and P. Companies 
with two other Bell System Companies, a non-Bell 
System Company (Dupont), an insurance company, 
the Air Force, and the Dohan Study.2, The Dohan 
Study represents the opinion of 120 professors of 
surgery and board certified general surgeons on rea- 
sonable times for returning patients to defined light 
and heavy work in certain specific uncomplicated sur- 
gical procedures. The wide range of figures evident 
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in these two charts indicates a need for the con- 
tinuing education of the patient and the personal physi- 
cian as well as management and its medical advisors 
in this area. Evidence continues to accumulate that 
such education if successfully applied will prove mu- 
tually beneficial to all parties concerned. 

“Stay in bed” has long been one of the cardinal 
rules of treatment. This advice has been based on 
the observation that in general sick people do not feel 


Chart 4. Number of cases—herniorrhaphy. 


like getting up and around. It seems fair to state that 
few, if any, would deny the value of and necessity for 
bed rest during acute medical conditions. Recently, 
however, certain investigators have questioned and re- 
examined the necessity for or the advisability of pro- 
longed bed rest in rheumatic fever, nephritis, and pep- 
tic ulcer—diseases in which prolonged bed rest and 
convalescence have always been considered necessary. 
Of 360 children studied by Lendrum, Simon and 
Mack.? 269 were allowed early physical activity as 
temperature, leukocyte count, sedimentation rate and 
pulse rate approached the normal. The authors found 
no deleterious effect on the heart resulting from earlier 
physical activity. The proportion of patients better, 
worse, or the same after five years was essentially the 
same in those with early activity and those with pro- 
longed bed rest. 

McCrory® and associates allowed thirty-five chil- 
dren with acute nephritis to resume physical activity 
as the acute symptoms, i.e., edema, hypertension, and 
hematuria disappeared. In thirty-four of the thirty- 
five, the glomerulonephritis was completely healed two 
years after the acute episode. 

Rapid “mobilization” of patients after bleeding from 
peptic ulcer resulted in progress as good as those kept 
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in bed a week longer, according to Pollard and Sum- 
merskill.® 
These three reports should not be used to deny 


any patient close supervision during convalescence. 
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Chart 5. Range in days—herniorrhaphy. 
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Chart 6. Total and average days—herniorrhaphy. 


Each patient must be evaluated individually. The social 
and economic advantages of early return to home and 
job would seem to be significant. Perhaps all these 
reports do is to raise doubt as to the necessity for 
routine prolonged restriction of activity after certain 
illnesses. 
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I am indebted to Dr. William Jend of the Michigan 
Bell Telephone Company for the information presented 
in Table B. This is shown to provide you with one 
company’s experience with six commonly encountered 





Chart 7. Number of cases—hemorrhoidectomy. 
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Chart 8. Range in days—hemorrhoidectomy. 


medical conditions. It emphasizes the need for similar 
studies in other companies so that experiences result- 
ing from non-surgical absences can be compared and 
correlated. I would hope that such studies would pro- 
vide us with a picture of wherein lay some of our 
problems and the trends involved. Such figures, how- 
ever, should never be used as averages to match against 
any individual employee experience—false conclusions 
harmful to the patient and the company could very 
well be the end result of such comparisons. 
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In this connection, Dr. Jend has made the following 
pertinent comments: “However, since a reduction of 
just a few days in the average duration of absence 
for each of these causes would substantially reduce 
[sickness] benefit costs, opportunities for action should 
not be neglected. These might include: 


1. Informing the personal physician more fully on 
the type of work to which the employee may return. 

2. Willingness on the part of supervision to make 
reasonable adjustments in job assignments where indi- 
cated. 


Ave. 


Ave. fF 
21) 

M 

W. Va. 


Chart 9. Total and average days—hemorrhoidectomy. 


Va. Adm. Va. Sub. 


3. Willingness to put the employee back to work on 
any day of the week and, perhaps, earlier than had 
been anticipated. 

4. Making sure the employee feels his work is im- 
portant and he is necded on the job. 

5. Assuring the employee that he is missed.” 


Here, by way of example, is a typical case history 
and in the words of one of our own company exam- 
ining physicians, the problem and the all-too-frequent 
and unsatisfactory answer is revealed: 


The patient is a thirty-one-year-old telephone operator 
with nine years of service absent from duty since March 29, 
1960 and sent to our local examining physician on May 19, 
1960, with this question being asked by the supervisor: 
“Are there any medical reasons why this employee can’t 
return to work? Employee absent since March 29, 1960 and 
her personal physician advised us she will not be able to 
return to duty until July 1, 1960.” 

The examiner’s summary report is as follows: 

This thirty-one-year-old employee states that she had been 
having menorrhagia for three months prior to March 30, 
1960. She had been under the care of Dr. ............ , gynecolo- 
gist. On March 30, Dr. did a hysterectomy. Five 
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years ago she had a uterine suspension for dysmenorrhea 
and was away from work for sixty days. Since her opera- 
tion on March 30, 1960, she states she has been quite 
nervous and generally upset emotionally. She states she 
does not feel well enough to return to work and her physi- 
cian, Dr. , has agreed that July 1, 1960, would be 
the appropriate time for her to return to work. She says 
she might feel well enough to return to work before this 
date, but she is unable to decide this at this time. Her 
psychosomatic history in the past is entirely normal. Child- 
hood was adequate, and married life is well adjusted and 
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Chart 10. Number of cases—dilation and curettage. 


happy. Review of systems is otherwise negative. I tele- 
phoned Dr. ............ and he stated that July 1, 1960, was set 
as an outside time for her to return to work, and we will 
have to depend upon how the patient feels. Except for the 
objective complaints, the physical examination is entirely 
within normal limits. J have no specific recommendations 


as to the time she should return to work 


It appears obvious that this case is one of an emo- 
tionally unstable employee who has had major, but 
uncomplicated, surgery whose absence has been pro- 
longed by iatrogenic overlay. Neither her surgeon 
nor our examiner offer any answer regarding her re- 
turn to work other than it “will have to depend on 
how the patient feels.” This places all parties con- 
cerned in a weak position. No one has really taken 
a firm position. In the face of this—can we blame the 
patient? 

The influence of the attending surgeon is revealed 
by Moss and Dohan who state that 64 per cent of 
patients return to work within 1 week of the time 
predicted by the surgeon in writing (the prediction 
was made on an average of 34 days prior to the 
predicted date). Thirty per cent (30 per cent) re- 
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turned to work on the exact date predicted by the 
surgeon. 

Soniat® strikes a strong note in his comment, “ 
the proper attitude of the first physician who examines 
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Chart 11. Range in days—dilation and curettage. 
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Chart 12. Total and average days per case—dilation and 
curettage. 


the allegedly injured employee is an extremely im- 
portant one that can be likened to that of the battalion 
surgeon who first sees psychiatric war casualties on 
the front lines, since his original attitude toward the 
patient and his technique in handling the situation 
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may mean the difference between return to efficient 
function or chronic invaldism of the one injured.” Dr. 
Soniat made these remarks as part of his chairman’s 
address before the Section on Neurology and Psychi- 
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Chart 13. Number of cases—hysterectomy. 
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Chart 14. Range in days—hysterectomy. 


atry, Southern Medical Association, in November 
1959. The fact that he was discussing “The Problem 
of Compensation Neurosis” does not detract from the 
forcefulness and importance of his comments on the 
physician’s role and would appear applicable in most 
patient-doctor relationships—and especially in the field 
of surgery. 

Dr. John Davis, Medical Officer of our Maryland 
Company, has been interviewing employees who have 
had hysterectomies between January 1 and October 
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31, 1959. He has not completed his studies but an- 
swers thus far to two questions are particularly per- 
tinent to this discussion: 


1. Based on bow you yourself felt, when do you think you 
could have returned to work? 


12 answered “date returned” 

4 answered “sooner” (1 said “may have’) 
answered “later—possibly” 
answered “still felt unable to work” 





Mi.Sub. Va.Sub. 


Chart 15. Total and average days per case—hysterectomy. 


2. Do you think you required a longer time or a shorter 
time to convalescence than indicated by your surgeon? 
3 answered “longer time” (1 said “possibily”) 
5 answered “shorter time” 
11 answered “normal or adequate” 


In the face of the foregoing, one cannot help but 
feel that the patient’s surgeon exerts the strongest in- 
fluence on when the patient returns to work. This is 
as it should be. Nevertheless, in the interest of all con- 
cerned, it appears that neither routine convalescent 
periods nor the patient’s desire should be the prime 
motivating or determining factors in the length of 
absence. Patients should be individualized and not 
“routinized.” 

Various groups reveal that age and sex do not con- 
tribute to any major differences in length of convales- 
cense. Patient motivation is of significance. Farmers 
generally return to duty earlier than insured employees 
and the self employed return far sooner than the em- 
ployed. 
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Chart 16. Average days of convalescence including men 


and women of all ages for appendectomy, 
herniorrhaphy and hemorrhoidectomy. 
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Hysterectomy 


Chart 17. Average days of convalescence including men (cholecystectomy only) and women of all 
ages for dilation and curettage, cholecystectomy and hysterectomy. 
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Conclusions 


1. A patient’s motivation is a significant factor in 
length of absence from work following surgery. 


2. Most people are ready to return to work physi- 
ologically much sooner than actually occurs on the 
average. 


3. The most important factor in determining the 
length of surgical convalescence is probably the opin- 
ion of the surgeon. 


4. Reduction by one-fourth in post-surgical absence 
among cases now running 4 weeks or longer would 
save industry and the worker approximately $46,080,- 
000 a year. 


5. The surgeon and personal physician can prob- 
ably contribute greatly to the patient’s peace of mind 
and emotional balance and earlier return to work if 
they take the time to explain the nature of the 
surgery, what it means, and what can be anticipated. 


6. Programs to improve our experience will be 
some time in showing real improvement, for much 
education is needed among all groups involved. The 
industrial physician’s approach to the employee’s sur- 
geon will require the utmost tact and patience. 


7. Continuing study is needed to strengthen and 


reinforce the position of the surgeon with his patient 
and the position of the employer with his employee 
as it relates to prolonged convalescence following un- 
complicated surgery. 
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The Mentally Retarded 


Mentally retarded persons achieve a much greater 
degree of out-of-school success than is commonly 
realized, and many of them manage to function as 
workers without benefit of special training. This and 
other findings are presented in a section on “The 
Mentally Retarded” in the July-August issue of 
Rehabilitation Record, just published. The magazine 
is the official publication of the Office of Vocational 
Rehabilitation. 

Earning capacity and social adjustment of the re- 
tarded are highlighted in several articles. One, 

Note: Single copies of Rehabilitation Record may be ob- 
tained for 30 cents from the Superintendent of Documents, 
U. S. Government Printing Office, Washington 25, D. C. A 
year’s subscription is $1.75. 


reviewing results of a project conducted by Goodwill 
Industries of Greater Kansas City (Missouri), notes 
that 62 “last hope” clients who were placed in jobs 
by Goodwill earned $64,558.91 and paid $3,704.80 in 
withholding taxes during the first two years of the 
project. The need for attacking problems of the more 
severely retarded by combining resources of vocational 
rehabilitation services, public schools and sheltered 
workshops is stressed in another contribution. How 
professional research and training needs and the social 
and vocational rehabilitation needs of retarded students 
are served simultaneously at New Jersey’s Edward R. 
Johnstone Research and Training Center is detailed in 
an article by the Center’s superintendent and three 
staff members. 





Drug Addiction 


Some Considerations of Attitude 
in the United States and Abroad 


W ue abroad in 1959, I visited two coun- 
tries in which I had an opportunity to observe ap- 
proaches and attitudes toward narcotic addiction prob- 
lems. 

In Denmark, I visited the Bispebjerg Hospital, a 
large institution reminiscent of one of our county 
general hospitals. As in many such installations, my 
informant Dr. Mogens Nimb explained, a walk to 
the psychiatric pavillion is a long one, for usually it 
is the newest building, and the most outlying one. 

Dr. Nimb works with Dr. Clemmesen in an acute 
psychiatric service comparable to that of one of our 
big city hospitals. A comparison of Denmark’s addic- 
tion problem with our problem is of interest. Den- 
mark has a population of 4.5 million. Roughly one- 
fourth of the population lives in Copenhagen. We can 
see that Denmark’s population is less than that of 
Michigan. Its population is relatively homogeneous. 
Denmark is recognized for its interest in social wel- 
fare and for the medical care provided through na- 
tional health insurance for most segments of the popu- 
lation. It has compulsory health insurance. 

Dr. Nimb pointed out that Denmark’s narcotic ad- 
diction is recognized as a medical rather than as a 
legal problem. Although he was interested generally 
in narcotic addiction, his primary interest was in bar- 
biturate addiction, which he described as a serious 
wide-spread public health problem. There is a high 
incidence of barbiturate overdosing in attempted sui- 
cide. 

It is not against Danish law to be an addicted per- 
son. It is against the law for anyone to give his physi- 
cian the wrong name or address. Consequently, ad- 
dicted citizens who attempt to get prescriptions for 
narcotics by giving erroneous information are liable 
to a jail sentence—not for addiction, but for giving 
misinformation bearing upon health welfare. 

Dr. Nimb pointed out that under the Danish Med- 
ical Insurance Plan, each person has his choice of 
physician, and a change in this choice may be made 
only one time during a calendar year. This, of course, 


September, 1961 


Max Warren, M.D. 
Detroit, Michigan 


means that the addict is much more restricted in his 
sources of supply through medical channels. Illegal 
source of supply in Denmark, to the knowledge of 
medical authorities, is not significant. The scant sup- 
ply of non-medical narcotics also lends to an easier 
control problem. 

In addition to the limitation of the physician as a 
narcotic source, there is a further control. All pre- 
scriptions under the compulsory health insurance act 
must go to a central registry. In a Nation the size of 
Denmark, and with a density of population such as 
Copenhagen’s, it is not too difficult a matter to check 
on prescriptions and the amount of morphine used. 

Dr. Nimb pointed out the high relapse rate in ad- 
dicted persons, and stated that most addicts left the 
hospital before a month of treatment was completed, 
much before adequate time for rehabilitation had 
elapsed. The absence of symptoms after physical with- 
drawal and the underlying psychic structure of the 
addicted person, tend toward a too-early stopping of 
treatment, a development which seems typical of the 
addicted person generally. 

Bispebjerg Hospital and the psychiatric unit I vis- 
ited have a world-wide reputation in an interesting and 
important area: Treatment of the patient who has at- 
tempted suicide. The special “Intoxication Center” as 
it is called, through research, round the clock service, 
requiring all drug intoxication patients to be treated 
in one center and using posture beds, tracheal intuba- 
tion, fluid replacement, antibiotics, and renal dialysis, 
in a ten-year period reduced mortality figures in at- 
tempted suicide from 24 per cent to 2.3 per cent— 
a tenfold reduction. 

The intoxication service is very expensive to main- 
tain, the average per bed cost being six times the cost 
of the regular hospital bed. Nevertheless, research 
funds and dedicated work have succeeded in making 
an impressive change in the mortality figures. 

Dr. Nimb pointed out that his country looked to 
the United States for research in narcotic addiction, 
particularly insofar as it seems to be a much more 
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pressing problem in the United States than it is in 
other western nations. 

In England, the addiction problem was discussed 
with Mr. A. L. Dyke, His Majesty’s chief inspector 
for the division of dangerous drugs, a branch of the 
A-1 division of the British home office. The A-1 di- 
vision has other duties, including the administration 


of the Channel Islands. 


Mr. Dyke, with the aid of four inspectors, carries 
out for all of England duties analagous with those of 
the Federal Government’s representatives for the 
Michigan-Ohio District. The work also includes edu- 
cational talks to police officers on narcotic addiction, 
inspection of chemists and wholesale sources of the 
drug, and liaison with the medical society in cases of 
physicians contributing to the addiction of a patient in 
lieu of attempting hospitalization and treatment meas- 
ures. 

Again, one was struck by Mr. Dyke’s emphasis that 
his country looked upon narcotic addiction as a medi- 
cal problem rather than a criminal problem. It is 
not a crime to be an addicted person in England. 

Mr. Dyke called attention to the best survey of 
the British administrative handling of narcotics prob- 
lems which has been done to date. He referred to the 


excellent report of Dr. Larimore and Dr. Brill, pre- 
pared in 1959 for Governor Rockefeller, from an on- 
the-spot survey which looked behind the written regu- 
lations and carefully considered the actual handling 
of narcotics problems.’ 


I did not sense the punitive attitude toward the ad- 
dict which I find at home. Perhaps this is, in part, due 
to the close association between addiction and crim- 
inal activity in this country—the latter might be 
used, in part, to attempt to justify the predominant 
emphasis on apprehension and conviction. An im- 
provement would be an expenditure on a medical and 
research approach at a local level, in addition to the 
very necessary enforcement activities. 

Our national experience with narcotic addiction has 
been summarized, in a recent U. S. Treasury Depart- 
ment Bureau of Narcotics pamphlet in which two prin- 
cipal solutions for the prevention and control of illicit 
narcotic activities are recommended. The first is com- 
pulsory hospitalization, with emphasis on state and 
local contribution of facilities and personnel. The sec- 
ond is effective policing.‘ 

The experience of the City of Detroit Out-Patient 
Narcotics Clinic underscores some of the problems 
which arise when local facilities for long-term hospi- 
talization and rehabilitation are not available.? The ad- 
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dicted person who seeks help is forced into width- 
drawal treatment which tends, in the mind of the ad- 
dicted person, to minimize and over-simplify the na- 
ture of his illness and the need for rehabilitation and 
follow-up care. 


In contrast to the use of distant facilities, local 
treatment would offer more immediate availability of 
treatment, increased opportunity for social and psycho- 
logical services, counseling with family and relatives 
of addicted persons, and improved after-care. The 
special problems of hospitalization for narcotic addic- 
tion are well described by Dr. Herbert A. Raskin: 


“A narcotics addiction rehabilitation hospital must be a 
highly specialized treatment facility. It is to deal with a 
narrowly defined problem existing within a specific constella- 
tion of emotional construction. It requires extremely close 
supervision as to ensure a completely drugless living envir- 
onment. A specially trained and oriented staff of doctors, 
nurses and attendant personnel is required to meet the myriad 
problems of acute withdrawal, physical and psychological re- 
habilitation, and psychological and social reorientation. The 
mere physical aspects of hospital construction must likewise 
be specifically dictated because of the longtime duration of 
hospitalization and the widely inclusive activity program of 
rehabilitation.’”’2 


As to the number of addicted citizens, the official 
census of drug addicts in England estimates a chroni- 
cally addicted group numbering 350. Compare this 
number to the 714 addicted persons contacted by the 
City of Detroit Out-Patient Narcotics Clinic in a 
three-year period. 

Wherein is the British system so different from the 
American? In the United States, one reads of the dif- 
ference in attitude between the British system and the 
American system, citing the relative freedom of the 
British physician to prescribe narcotic drugs. In actu- 
al practice, as Larimore and Brill point out, and as 
Mr. Dyke substantiated, narcotic addiction in Britain 
is conceived as being a medical problem but there are 
limits to the discretion of the attending physician. If 
a doctor wishes to give an addicted individual a main- 
tenance dose for addiction in an emergency on one 
occasion, that is one thing, but continuation of out- 
patient treatment without an attempt at withdrawal 
and hospitalization is seriously regarded by the British. 

Mr. Dyke said, that in the latter event, the medical 
society would be notified of the doctor’s indiscretion 
and the doctor would be called before the local medical 
society where his colleagues would, among other ex- 
pressed views, say to him, “Look here old boy, do you 
think this is really proper treatment?” 


JMSMS 





DRUG ADDICTION—WARREN 


To return to the report of Larimore and Brill, the 
British medical control of addiction is the result of the 
favorable British situation, and not the cause of it. 

Many press reports in this country refer to the 
British system of narcotic control. The British ob- 
ject to the term “system,” since they feel that the 
nature of their problem and what they consider to 
be a simple collection of administrative practices does 
not justify the designation “system.” 

As an instance of the importance of looking be- 
yond administrative regulations to actual administra- 
tion, let us look at an example given by Larimore and 
Brill: In Appendix IV of the British home office pub- 
lication “Duties of Doctors and Dentists under the 
Dangerous Drugs Act and Regulations,” the following 
precautions in the treatment of addicts are suggested: 


In the preceding section, the conclusion has been stated 
that morphine or heroin may be properly administered to 
addicts in the following circumstances, namely: (a) where 
patients are under treatment by the gradual withdrawal 
method with a view to cure, (b) where it has been demon- 
strated after a prolonged attempt at cure, that the use of the 
drug cannot be safely discontinued entirely on account of the 
severity of the withdrawal symptoms produced, (c) where 
it has been similarly demonstrated that the patient while cap- 
able of leading a relatively useful and relatively normal life 
when a minimum dosage of the drug is regularly administered 
becomes incapable of this when the drug is entirely discon- 
tinued. 


On the surface of it, this is in striking contrast to 
the appropriate section of the U. S. Treasury Depart- 
ment’s narcotic regulations based on the Harrison 
Narcotic Act and as interpreted by the U. S. Courts 
(U. S. Treasury Dept., Regulation No. 5, Article 
167) : 


A prescription in order to be effective in legalizing the 
possession of unstamped narcotic drugs and eliminate the 
necessity for use of order forms must be issued for legitimate 
medical purposes . . . courts have construed that prescribing 
for an addict to maintain his customary use is not a legiti- 
mate purpose. 


However, as Larimore and Brill point out, the dif- 


ferences which appear to be so striking when laws 


and regulations are compared become much less sig- 
nificant when the narcotic control systems of the two 
countries are examined at the operational level. 

“Duties of Doctors and Dentists under the Danger- 
ous Drugs Acts and Regulations,” the British home 
office memorandum,. draws upon the 1926 Rolleston 
Report. The actual narcotic control administration 
carried out by the home office is based more nearly 
on the section of the home office memorandum, which 
reads as follows: 
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The authority granted to a doctor or dentist to possess 
and supply dangerous drugs is limited by the words so far 
as may be necessary in the exercise of his profession. In 
no circumstances may dangerous drugs be used for any other 
purpose than that of ministering to the strictly medical or 
dental needs of his patients. The continued supply of danger- 
ous drugs to a patient solely for the gratification of addic- 
tion is not regarded as a medical need. 


In England, no special blank is required for narcotic 
drugs, and no special license or permit is needed by 
physicians or dentists in order for them to be able to 
prescribe narcotic drugs. With the exception of this 
aspect, there is striking similarity between narcotic 
drug administration in the United States and in Eng- 
land. 

Under the National Health Act, regional medical of- 
ficers act in an advisory capacity to physicians. Physi- 
cians are not required to report addicts to the regional 
medical officer. It is encouraged that any physician 
treating an addicted person secure psychiatric consul- 
tation or send the patient to a hospital or closed-service 
ward for in-patient treatment. This is very much in 
keeping with standards of practice in the United 
States, and hardly substantiates reports of easier ac- 
cess to maintenance dosages of drugs which (one gains 
the impression from this country’s press) is the rule 
rather than the exception in Britain. 

In Britain, there is no formal registry of addicts 
which provides addicts with an identification card en- 
abling them to obtain narcotics at will from physi- 
cians. Nor are there any narcotic clinics operating in 
England to which addicts may report for drugs. 

Narcotic addiction is virtually no problem in the 
British system, and there is little connection between 
crime and narcotic addiction in England. In 1954, out 
of a prison population of 40,000, there were only 
twenty-four addicted subjects. Penalties for peddlers 
and pushers are severe by British standards. The 
minimum is two year’s probation, and if indicted and 
convicted, a fine of 1000 pounds and jail sentence 
may be meted out. 

Larrimore and Brill, in evaluating which of the 
British methods might be applicable in the United 
States, stress the cultural differences, differences in the 
medical care system, and the aspect of criminal associ- 
ation with addiction in this country. Nevertheless, 
they suggest the following items which might merit a 


trial: 


1. The British emphasis on the education of the 
physician and other members of the health education 
profession regarding the narcotic drugs and their use 
and handling. 
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2. The British insistence on semi-annual inspections 


of all chemist shops. 

3. Maintenance of addicts on stabilized dosages. In 
regard to the maintenance of addicts, Larimore has the 
following to say: “While we were unable to get a 
definite answer to the question of whether it is possible 
to carry a narcotic addict along satisfactorily in a 
stabilized maintenance dose, it is of sufficient import- 
ance to warrant our studying on a research basis a 
group of addicts under rigidly controlled conditions to 
see if a stabilized maintenance dose is possible and 
desirable under certain circumstances. This does not 
mean that even if this proved possible under con- 
trolled study conditions, it should be applied full- 
scale on a community-wide basis. It must be remem- 
bered that in England, under the National Health Serv- 
ice, a patient (except in a real emergency) can go only 
to the one physician to whose practice he belongs; to 
secure drugs from more than one physician at a time 
is hard to accomplish. Thus, in this country, some 
effective means would have to be found to prevent ad- 
dicts from obtaining drugs from more than one source. 

In this country, specifically in the Detroit area, a 
sample monthly report of the local narcotic bureau 
revealed 203 heroin users and only twenty-three per- 
sons addicted to other types of drugs including mor- 
phine, methadon, and demerol. Inasmuch as heroin 
is not an approved narcotic in the United States, this 
means the preponderance of apprehended addicts ob- 
tain the drug through illegal channels. These figures 
would seem to underscore the association between 
criminal activity and narcotics in this country, a situ- 
ation which does not exist anywhere near this extent 
in other countries in Western Europe. 

The association of addiction with criminal activity 
leads to a necessarily stringent enforcement of exist- 
ing regulations. At the same time, the association of 
addiction with criminal activities tends to blur the 
characteristics of the addicted person, such as low 


frustration tolerance, intense anxiety, a sense of urg- 


ency, and feelings that environment, friends, and fam- 
ily are obligated to relieve these feelings.’ 

The association of addiction with criminal activity 
tends to make many react with increasing punitive 
measures to the point where capital punishment for 
selling narcotics has been proposed in this country 
as a deterrent. 

Abroad, the attitude toward addicts is not fraught 
with our fabricating a “crash program” and our puni- 
tive attitude. Addicts are not non-medical problems, 
but are treated as suffering patients in local medical 
and psychiatric facilities. 
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Contrast this humaneness with the attitude, that 
being addicted is in itself a crime to be primarily 
treated in a punitive fashion, so that more facilities are 
available for apprehension and conviction than for 
treatment. 

Essentially, a legal, rather than medical, approach 
to the problem of addiction is of strictly limited help- 
fulness. This orientation does not imply a diminution 
of police vigilance but provides equal opportunity for 
treatment and apprehension and hospitalization. 

In this connection, Dr. John M. Dorsey, Chairman 
of the City of Detroit Mayor’s Committee for the 
Rehabilitation of the Narcotic Addict, strongly urges 
the following total approach to this grievous public 
health concern: 


1. Local compulsory hospital treatment for the ad- 
dicted citizen. (Ambulatory and “distant-hospital” 
treatment are inadequate). 

2. Adequate legislation enabling compulsory psychi- 
atric in-patient followed by out-patient treatment. 

3. Active local out-patient follow-up treatment. 

4. Community, school, and family psychiatric help 
for the addicted citizen and for each member of his 
family. 

5. Powerful public health education program force- 
fully directed at preventing and eliminating drug ad- 
diction. 

6. Continuing governmental vigilance devoted spe- 
cifically to the prevention and elimination of drug 
addiction. 

7. Closest possible cooperation of legal, law-enforc- 


ing, and public health agencies. 
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Report of Hysterectomies Performed at 
Sinai Hospital of Detroit 
1953-1959 


Tus REPORT concerns all of the hysterectomies 
performed at Sinai Hospital of Detroit in the seven- 
year period since its inception in 1953. 

Sinai Hospital is a private, general hospital having 
250 beds 1960) which devotes 
twenty of these beds to gynecology. The staff mem- 
bers of the Department of Obstetrics and Gynecology 


(until January 1, 


all have had formal training and all are either cer- 
tified by the American Board of Obstetrics and 
Gynecology or are eligible for certification. 

In this rapidly growing department, the number of 
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HYSTERECTOMIES PERFORMED AT SINAI 
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TABLE I. HYSTERECTOMIES PERFORMED 
HOSPITAL OF DETROIT 


From 1953 to 1959 


AT SINAI 


Vaginal 
Year Number Abdominal — 
Per Cent 
1953 
1954 
1955 
1956 
1957 
1958 
1959 


147 
164 
174 
195 
188 
207 


254 


(16) 
(16) 
(24) 

23) 
(19) 
(30) 
(30) 
(24) 


Total 1329 


HOSPITAL OF DETROIT FROM 


1953 To 1959 
Report of First Seven Years 


1953 


Leiomyomas 
Cystocele and/or rectocele and /or prolapse 
Adenomyosis 
Pelvic inflammatory disease 
Endometriosis 
Carcinoma of endometrium 
Dysfunctional uterine bleeding 
Ovarian cysts—malignant and non-malignant 
Carcinoma-in situ of cervix 
Sarcoma of uterus 
Endometrial hyperplasia 
Myometrial hyperplasia 
Chronic cervicitis 
Obstetrical complications 
Miscellaneous 
Hematometra 
Tuberculosis of pelvis 
Retained placenta 
Endometrial polyp 
Uterine perforation 
Congenital anomalies 
Squamous metaplasia of cervix 
Traumatic cervical stricture 
Uterine trauma 
Adenocarcinoma of colon or breast 
Carcinoma of fallopian tube 


Total 146 


1954 | 


et DO DO Cr or ors Cogn Ge or 


1 
164 


hysterectomies has steadily increased from 147 in 
1953 to 254 in 1959. 

There has been a total of 1,329 hysterectomies per- 
formed over the seven-year period, 25 per cent of 
these having been done vaginally (Table 1). 

Perusal of Table I reveals that for the past two 
years (1958 and 1959), 30 per cent or 140 of 461 
hysterectomies were performed by the vaginal route. 


From the Sinai Hospital Department of Obstetrics and 
Gynecology, David Feld, M.D., Chief. Dr. Stern is presently 
serving as Resident. 
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1955 | 1956 | 1957 | 1958 | 1959 | Total| Per Cent 


of Total 
98 107 
51 30 
9 7 


729 
268 
49 
49 
38 
39 
30 
31 
21 


© 01 00 = 


to~mh 


0 
19 
3 
15 


ea 


Most of these were combined with anterior and pos- 


terior colpoperinorrhaphies. 


Indications 


Consideration of the indications for hysterectomy 
provokes much interest. 

A glance at Table II shows that leiomyomas and 
uterine prolapse (with and without cystocele and/or 
rectocele) accounts for 75 per cent of all hysterec- 
tomies performed. 


Endometriosis and adenomyosis accounts for 6.4 
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per cent of the total. One might expect this percen- 
tage in a hospital practice composed primarily of pri- 
vate patients of the upper middle social strata. 

Only 1.5 per cent of the hysterectomies were done 
for cervical carcinoma-in-situ; 5.6 per cent were done 


for various malignancies of the female genital tract. 
Forty-five per cent of our patients are Jewish. Nine 
per cent are Negro. 


Further Observations 


Six per cent of all hysterectomies done were oper- 
ated by the attending general surgeons. 

In this connection, from the years 1955 through 
1959, twenty-six supracervical hysterectomies were 
done for reasons other than obstetric. Of the twenty- 
six, nineteen (73 per cent) were performed by the 
General Surgical Staff. 

The four obstetric complications that arose requir- 


ing emergency hysterectomies were two uterine rup- 
tures, one placenta praevia accreta and a post-Cesar- 
ean Section uterine atony. Six other hysterectomies 
were done at the time of section but these were not 
performed for obstetric reasons. 

The ages of the patients varied from nineteen to 
eighty-two years. 

Of the 1,324 patients, one patient succumbed in 
the immediate postoperative period. Her’s was termed 
an anesthetic death. There were no other postoperative 


deaths. 


Summary 


1. One thousand three hundred and twenty-four 
hysterectomies performed at Sinai Hospital of Detroit 
since its inception are reported. 

2. During 1958 and 1959, 30 per cent of hysterec- 
tomies were performed via the vaginal route. 





Poison Control Centers 


The number of poison-control centers affiliated with 
the National Clearinghouse for Poison Control Cen- 
ters rose to a new high of 460 as of July 1, Surgeon 
General Luther L. Terry has announced. 

“That the poison-control center fills an urgent and 
widespread need is evident from the rapid growth of 
the movement since the first one was established in 
Chicago in 1953,” Dr. Terry said. “It is also interest- 
ing to note that the movement was started by prac- 
ticing physicians, in this case pediatricians, rather than 
by public health agencies. It was centered and co- 
ordinated in the Public Health Service in 1957 on the 
recommendation of the physicians operating the 
individual facilities.” 

The National Clearinghouse for Poison Control 
Centers serves local centers by providing information 
on new products which it obtains through a voluntary 
arrangement with manufacturers. Over 200 major 
producers of drugs and household products inform the 
clearinghouse of the ingredients in their products and 
antidotes for them. The clearinghouse is directed by 
the PHS Division of Accident Prevention, headed by 
Assistant Surgeon General A. L. Chapman. 

“Because many parents do not recognize the 
poisonous qualities of many common products, they 
sometimes delay too long before calling a physician,” 
Dr. Chapman said. “Many serious consequences of 
poisoning could be prevented if parents called physi- 
cians promptly,” he added. 

Aspirin tops the accident list for fatalities to small 
children. About 50 per cent of substances swallowed 
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are medications. Some other common harmful prod- 
ucts that are swallowed are kerosene, bleaches, deter- 
gents, soaps, waxes, polishes, lighter fluids, cosmetics, 
insecticides, and herbicides. 

The centers maintain records of ingredients of 
trade-name products plus antidotes. This information 
is available to physicians by telephone day or night. 
Parents who call the centers are given first-aid in- 
structions and are advised to call their doctor. 

The Hazardous Substances Labeling Act, when in 
full operation, should facilitate the work of the poison- 
control centers. The new law, enacted by Congress 
last year and administered by the Food and Drug 
Administration, requires that safety information be 
given on labels of household chemical products, in- 
cluding the identity of hazardous ingredients, antidotes 
for toxic substances, and warnings and precautions 
needed for safe use. Requirements for labeling other 
hazardous articles are scheduled to go into effect 
February 1, 1962. 

Under the new law some of the information now 
available only through the poison-control centers will 
be required on labels. This, however, will not reduce 
the need for the medical consulting services supplied 
by the centers. Many accidental poisonings are caused 
by consumers’ disregard of label information, or by 
unlabeled substances and, most frequently, by leaving 
hazardous articles within the reach of small children. 
It has been estimated that annually 600,000 children 
swallow household aids left within their reach and 
that about 500 die as a result. 
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Retroperitoneal Lipomata 


R ETROPERITONEAL LIPOMATA are fairly un- 
common, although not rare, and a sufficient number 
of cases have now been recorded to permit a de- 
scription of pertinent diagnostic points. These so- 
called retroperitoneal lipomata hold a special position 
in the group of fatty tumors, having a benign be- 
ginning both grossly and microscopically, only to 
show a marked tendency toward sarcomatous de- 
generation. In view of this inclination, it is our im- 
pression that all retroperitoneal lipomata of consider- 
able size should be surgically excised as soon, and 
as completely, as possible. 

Retroperitoneal tumors, by reason of the location 
and extent when detected, present many diagnostic 
possibilities and at times are approached with less 
aggressiveness than their true nature warrants. 

These tumors grow very rapidly and attain enor- 
mous size; some tumors become malignant and recur 
locally after surgical removal. The true growth ca- 
pacity of the tumors cannot be detected grossly, 
since metastases to the liver and lymph glands are 
rare. 

Originally, lipomata were regarded as being uni- 
formly benign. In 1857, Virchow was the first to 
describe the malignant degeneration of lipomata. The 
collective review of Von Wohlendorf?® in 1921 again 
stressed the sarcomatous changes in retroperitoneal 
tumors. In this large series of 168 collected cases, 
14 per cent were proven examples of liposarcoma. 
In 1950 Farbman,’' covering a period of ten years 
(1937 to 1947), reported fifty-three cases in which 
47 per cent showed malignant changes. 

Farbman,'! in a review of the literature from 1921 
to 1927, estimated that seventy-six cases were re- 
ported, constituting a total of approximately 300 
cases to 1947. Since that time, additional cases have 
been reported by Paul,’° DeWeerd,’ Cattell,? Noeh- 
ren,? and others. 

These tumors, because of their predilection to ap- 
pear in the lumbar and pelvic area, along with their 
huge intraabdominal size and rarity, present a true 
surgical problem which warrants discussion. 
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Louis B. Gariepy, M.D. 
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Case Report 


A man, aged 52, was admitted to Mount Carmel Mercy 
Hospital on January 17, 1959, because of a mass in the 
abdomen, which had been detected one month prior by a 
local physician. His abdominal complaints had been merely 
discomfort from pressure symptoms with a weight loss of 
only five pounds over a year. 

Examination revealed the patient to be of moderate stature 
with mild hypertension (blood pressure 160/90 mm. Hg) 
and a pulse rate of 72. A smooth, non-tender mass was pal- 
pated in the mid-abdomen. The liver, spleen and kidneys 
could not be palpated. A provisional diagnosis of a mesen- 
teric cyst was rendered. 

Complete blood count revealed only moderate anemia with 
a hemoglobin of 77 per cent and hematocrit reading of 
39 cc. per cent. Total serum proteins were 7.45 gm. per 
cent with a normal albumin-globulin (A/G) ratio. Sedi- 
mentation rate was 14 mm. per hour with non-protein ni- 
trogen and blood sugar readings within normal limits. Serum 
amylase was 8 Bodanski units and the serum lipase was also 
normal. 

Barium enema rotentgenograms revealed a large com- 
pressing mass displacing the colon to the left side of the 
abdomen without evidence of obstruction (Fig. 1). Upper 
gastrointestinal series films revealed only marked lateral 
displacement of the small intestines to the right side. In- 
travenous pyelograms showed only moderate lateral displace- 
ment of the ureters. Complete hematologic, blood chemistry, 
and urinalysis studies were not enlightening 

On January 18 the patient underwent surgery using cyclo- 
propane endotracheal intubation with curare. The abdomen 
was entered through a vertical left perimedian incision. On 
entering the abdominal cavity, it was noted that all of the 
small intestines had been displaced to the right side of the 
abdomen, and the colon to the left side, by a huge retro- 
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peritoneal abdominal mass. The lipoma measured 30x16x11 
cm., was yellowish in color with a grayish membrane, which 
revealed multiple fibrous tags of attachment. The tumor was 
approached through the mesentery of the descending colon, 
taking care to preserve the blood supply to the colon and 


Fig. 1. Barium enema roentgenograms reveal the huge 
retroperitoneal tumor with displacement of bowel to the 
left side of the abdomen. 


sigmoid, and also to identify the ureters and kidney. Fol- 
lowing removal of the tumor weighing 4,500 grams, through 
sharp and blunt dissection, the peritoneum was closed and 
drains brought out through the left flank. The patient toler- 
ated the procedure well and received 1,500 cc. of blood. The 
patient’s postoperative course was uneventful, with ileus 
subsiding on the third postoperative day and serous drain- 
age from the flank drain stopping on the seventh day. 

The tumor on cut sections revealed a grayish-yellow sur- 
face. The yellowish mass, which weighed 4,500 gm. and 
with the largest specimen measuring 30x16x11 cm., was 
similar to adipose tissue which was interspersed by grayish- 
white fibrous tissue. There were small areas of brownish- 
yellow discoloration which appeared firmer in consistency 
(Fig. 2). 

The final histologic diagnosis as given by Dr. Lawrence W. 
Gardner, pathologist, was: Huge retroperitoneal lipoma with 
zones of fibrous replacement and plasma cell reaction, fat 
necrosis and liquefaction of fat; no evidence of sarcomatous 
transformation. 


Histogenesis 


The etiology of retroperitoneal fatty tumors is as 
obscure as that of other neoplasms. More must be 
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known of the function and behavior of the fat cell 
before we can understand the nature of this tumor. 
Wells'® reported the result of extensive chemical 
analyses of huge retroperitoneal liposarcoma, and 
stated that fat-forming mesenchymal cells can, on oc- 


casion, produce a broad variety of different complex 


tissue. This observation may account for the un- 
availability of tumor fat for nutritional purposes in 
extremely emaciated patients with huge retroperitoneal 
lipomata. 

It is believed by other investigators that liposar- 
coma originate in the pre-existing lipoma and _ that 
it is the direct result of a long-standing chronic irrita- 





Fig. 2. The retroperitoneal lipomata weighed over 4,500 
gm. and measured 30x16x11 cm. 


tion and stimulation. Hoagensen and Krekbiel,'* in 
attempts to substantiate their theory experimentally 
by repeated injections of benzopyrene subcutaneously 
in guinea pigs, produced lipomatous tumors of which 
50 per cent were liposarcomata. Stout®> believes, how- 
ever, that although some liposarcomata develop from 
previous lipoma, the majority were actually malignant 
from the beginning in some small area of these huge 
tumors. 

Lipomas, according to Farbman,'' are more com- 
mon in the female, with a sex ratio of one male to 
six females, and are observed most frequently between 
the ages of forty and sixty years. The growth capa- 
city is very slow, usually attaining a considerable 
size before being detected by the patient. The weight 
of these tumors is extremely variable. The largest 
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neoplasm was recorded by Williams in 1935 and 
weighed 51 pounds. 

The classification of retroperitoneal fatty tumors 
is best separated into two main groups: benign and 
malignant depending upon the presence or absence of 
sarcomatous change. In the malignant group, a variety 
of histologic types are classified by Stout, varying from 
true liposarcoma to lipomyxosarcoma, to fibrolipo- 
myxosarcoma and other mixed variations. However, 
because of the nature of these benign retroperitoneal 
lipomata, the classification must be accepted with re- 
servation for, as stated above, these fatty tumors tend 
to recur frequently and often with sarcomatous 
changes. 

Two consistent gross features of these tumors must 
be considered: (1) the tumors in general were huge 
and bulky and showed evidence of being well encap- 
sulated and (2) about one-third of the tumors have 
a smooth surface, but irregular contours with fibrous 
separated lobes. 

The clinical diagnosis is usually difficult, insofar 
as the symptoms are generally meager and consist 
only of an abdominal mass. Farbman?! states that, 
from their case studies, the average duration of symp- 
toms before medical advice was sought was thirty-two 
months. Vague pressure manifestations are the usual 
early symptoms. However, with the advent of malig- 
nant degeneration, fatigue, weight loss, and anorexia 
may occur. 

In 1921, Masson and Horgan”? called attention to 
the usefulness of urographic diagnostic procedures, 
especially in distinguishing between retroperitoneal 
lipomata and intrinsic renal lesions. The major diag- 
nostic point of the intravenous pyelogram is the 
tumor’s effect on the position of the kidney. Or- 
dinarily, an intrarenal tumor fails to displace the kid- 
ney, while an extrarenal neoplasm almost invariably 
shifts the renal outlines. In addition to displacement 
of the entire kidney, so-called renal torsion is of diag- 
nostic significance. Weyrauch** has described this 
torsion as being about a vertical, horizontal, or trans- 
verse axis. Intravenous pyelograms are an aid in 
determining kidney functions if a nephrectomy must 
be performed at the time of surgery. 

Differential diagnosis will be aided considerably by 
barium enema and upper gastro-intestinal series roent- 
genograms. Displacement of small intestines, colon 
and stomach without an intrinsic lesion indicates a 
tumor outside of the gastro-intestinal tract. 

To recognize a retroperitoneal tumor pre-operative- 


ly as being a lipoma is a rarity. However, it must be 
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considered along with other possible diagnoses of in- 
tra-abdominal masses such as pancreatic cysts, me- 
senteric cysts, abdominal carcinomatoses, splenome- 


galy, ascites, cirrhosis and pregnancy. 


The only satisfactory treatment is complete re- 
moval of the tumor. If the tumor is encapsulated, 
the operation presents no particular difficulty. How- 
ever, many lipomatous tumors are not encapsulated 
and present multiple ramifications. Because of the 
intimate association with retroperitoneal viscera, many 
patients will require nephrectomy (50 per cent ac- 
cording to McLaughlin and Sharpe,?? and 14 per 
cent according to Pemberton and McCoughan**). 
This operation is necessary when separation of the 
tumor from the kidney is impossible, when the ureters 
or renal vessels are injured, or when a hydronephrotic 
kidney is present. 

The hazards of surgical excision are considerable, 
and the mortality rate varies from 20 to 25 per cent. 
Special care must be exercised, therefore, to avoid 
injury to important blood vessels such as mesenteric 
arteries and veins, the abdominal aorta, inferior vena 
cava, and renal vessels. Accidents to these structures 
have resulted in fatal hemorrhages and gangrene of 
the intestine. Delayed postoperative complications, 
which contribute materially to the high mortality rate, 
include ileitis, peritonitis, gangrene of the intestine, 
pneumonia and pulmonary embolism. Consequently, 
every effort must be made to prevent these complica- 
tions. 

The transperitoneal approach with patient under 
spinal anesthesia affords the safest access to these 
tumors. The lumbar approach does not permit suffi- 
cient exposure to the mesentery of the bowel and 
retroperitoneal structures. 

The use of high voltage roentgen ray therapy post- 
operatively in cases of malignant transformation has 
been of questionable value. However, irradiation may 
be employed for those patients proved inoperable by 
a thorough exploration. 

If left untreated, the growth of these tumors leads 
slowly to death. Following excision, recurrence is 
common and malignant degeneration is frequent, but 
it is possible in many instances to excise the recurrent 
growth and extend life significantly. According to 
Farbman’s series of cases of malignant fatty tumors, 
55 per cent of the patients died within eighteen months 
after surgery. Approximately 43 per cent of the be- 
nign tumors had recurred in from seven weeks to five 
years and, of this number, about one-half showed 
malignant transformation. 





RETROPERITONEAL LIPOMATA—GARIEPY 


Summary 


This case is reported mainly because of the apparent 
scarcity of literature on the subject. The clinical 
recognition of retroperitoneal tumors is not easy, but 
should be considered in any patient who presents a 
huge abdominal mass attended by meager symptoms. 

These tumors are most frequent in women between 
the ages of forty and sixty years, are prone to malig- 
nant degeneration, and are given to local recurrence 
following surgical excision. 

The treatment of choice, despite these character- 
istics, is a thorough surgical attack. 
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AMA Resolution 


Following is the full resolution, as amended, passed 
by the AMA House of Delegates opposing the King- 
Anderson legislation : 


The House of Delegates of the American Medical Associa- 
tion records its opposition to any legislation of the King- 
Anderson type. . . . Its opposition is based on the facts that 
such legislation does not meet the needs of the situation; 
interferes with the doctor-patient relationship; interferes with 
the rights of doctors employed in hospitals; is inordinately 
expensive; leads inevitably to further encroachments by 
government into medical care; results eventually in a deteriora- 
tion of the type of medical care rendered the public; and is 


therefore detrimental to the public interest. . . . The House 
of Delegates invites attention to the fact that the medical 
profession is the only group which can render medical care 
under any system and that the medical profession is best 
qualified to determine how the best medical care can be 
delivered. . . . The House of Delegates believes that the 
medical profession will see to it that every person receives 
the best available medical care regardless of his ability to 
pay, and it further believes that the profession will render 
that care according to the system it believes is in the public 
interest and that it will not be a willing party to imple- 
menting any system which we believe to be detrimental to 
the public welfare. 





Treatment of Tinea Capitis with Griseofulvin 


Tus REPORT summarizes the treatment with 
griseofulvin of 142 cases of tinea capitis seen in the 
Dermatology clinic of Detroit Receiving Hospital and 
thirteen cases treated privately by the author from 
July 1959 to July 1960. An additional sixty-four 
clinic cases could not be included because of lack of 
follow-up visits. The 206 cases represent the total 
of new cases seen in the clinic from July 1959 to 
March 1960, about twenty-five new cases each month. 
Bright greenish white fluorescence under the Wood's 
light was present in 147 of the treated cases. Of these, 
145 were due to Microsporum audouini and two to 
Microsporum lanosum. Eight cases were non-fluores- 
cent and were caused by Jrichopbyton tonsurans. 
About 90 per cent of the patients were Negro. Boys 
outnumbered girls in a ratio of 7:1. The age dis- 
tribution of 285 cases due to M. audouini, including 
additional cases seen in the clinic but not treated with 
griseofulvin, is shown in the accompanying chart. 
While the effectiveness of griseofulvin for tinea 
capitis has been well established’-* there may still be 
some question as to the optimum dose. It was our 
purpose to find a minimum and yet still effective dose 
for infections due to M. audouini which is still the 
predominant organism in the Detroit area, although 
the number of cases due to J. tonsurans has been in- 
creasing. Our results with J. tonsurans and M. lano- 
sum infections are summarized later in this report. 


Summary of Treatment Schedules 


These schedules apply only to M. audouini infec- 
tions. In addition to the griseofulvin, patients were 
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given a 3 per cent sulfur, 2 per cent salicylic acid 
cream to apply to the affected areas morning and 
night. They were also asked to cut the involved areas 
closely with a scissors, and to shampoo once weekly. 


of cases 


Number 





8 9 


patient 


Fig. 1. Age distribution of 285 cases of tinea capitis due 
to M. audouini. 


Patients were seen every two or four weeks. The 
criterion for cure was absence of fluorescence and re- 
growth of hair. An effort was made to see patients 
for three months after disappearance of fluorescence. 
However, the follow-up was far from satisfactory in 
this group and we are including as cured all cases 
that became negative under the Wood’s light even 
though there was no subsequent visit. 

In those cases that were cured, fluorescence usually 
became dull or was absent in four to six weeks, and 
was almost always negative at eight to ten weeks. 
If bright fluoresence persisted beyond ten weeks, it 
was felt that any subsequent cure should not be at- 
tributed to the griseofulvin. 


From the Department of Dermatology, Wayne State Uni- 
versity College of Medicine, and Detroit Receiving Hospital 
(Hermann Pinkus, M.D., Chairman). 
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Griseofulvin (250 mg. Daily).—The results with six- 
teen cases are summarized in Table I. 

In this group therapy was usually continued until 
there was dulling or absence of fluorescence. Hence, 
the higher failure rate in the group receiving medica- 
tion from eight to thirteen weeks simply means that 
bright fluorescence persisted in the four failures de- 
spite continuation of therapy. 


TABLE I. GRISEOFULVIN 250 MG. DAILY 





— = 7 —— l _ l — 
Number | Weeks | Weight*| Cures! Fail- | Weight of 
Cases R | ures Failures 


Failures+** 
at__ Weeks 


44, 50 | 2 | 44, 50 28, 28 
30. | | | 


26-50 | 
35-82 40, 61, 73, | 12, 13, 13, 
R2 | 9 





*All weights are in pounds. 
**Brightly fluorescent (+) at stated number of weeks after onset of 
therapy; these figures correspond in order to the weights of the failures. 


Griseofulvin (500 mg. Daily).—A total of thirty- 
five cases were treated (Table IJ). 


Griseofulvin (1.0 gm. Daily for Two and Three 
Weeks Only.) —Sixty-one cases were given one gram 
daily for two weeks only, and eight cases were given 
one gram daily for three weeks (Table III). 


TABLE II. GRISEOFULVIN 500 MG. DAILY* 


Number | Weeks | Weight | Cures/| Fail- | Weight of | Failures+ 
Cases 4 ures | Failures | at__Weeks 

39-81 5 | 2 | 58, & 24, 12 

35-75 13 3 | 45, 60, 60 | 21, 15, 11 
60 0 

85-85 E | 0 

36-60 3 


53, 36, 48 | 18, 24, 24 
50 cE 13 


50 


*The explanatory notes for Table I apply for Table II. 


Griseofulvin (Single Dose of 3.0 and 4.0 gm.)— 
Eight patients swallowed a single dose of 3.0 gm. in 
tablet form, and ten patients swallowed 4.0 gm. in the 
presence of the author (Table IV). 


Miscellaneous and Mixed Dosages——One 62-pound 
male received 1.0 gm. daily for one week only. He 
was non-fluorescent at six weeks. Two males, both 
weighing 38 pounds, received 750 mg. daily for two 
weeks. They were negative at eight and ten weeks. 
One boy, weight 39 pounds, received 1.0 gm. daily 
for two weeks and 0.5 gm. for one week. He was 
negative at three weeks. Six patients received 500 
mg. daily for two weeks, then 250 mg. daily for 
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TABLE III. GRISEOFULVIN 1.0 GM. DAILY* 


i : a 
Number | Weeks | Weight | Cures! Fail- | Weight of | Failures+ 
Cases | R | ures Failures | at_.Weeks 


62 2 | 83144| 58 4 | 54, 62, 48, | 24, 12, 12, 
20°) | (7 


s 1. os Pepi 8 0 


*The explanatory notes for Table I apply for Table III. 


two to six weeks. Four (weights 45 to 60) were 
cured, and two (weights 60 and 66) failed on this 


dose. 


Trichophyton tonsurans Infections 


In view of the nationwide increase of tinea capitis 
due to Trichopbyton tonsurans as reported by Gray,‘ 
Hill,> Georg® and others, our experiences with this 
group are reported in somewhat more detail. Eight 
cases were non-fluorescent. Cultures revealed J. ton- 
surans, seven of the sulfureum and one of the crateri- 


TABLE IV. SINGLE DOSES OF GRISEOFULVIN* 


i +5 a a’ | ‘ee es ’ 
Dose Number | Weight | Cures | Fail- | Weight of | Failures-+ 
(Grams) | Cases | | | ures | Failures | at_Weeks 


41, 57, 51 | 13, 15, 13 
| 54, 68, 60, | 8, 20, 10, 
| 60 | 


3.0 8 40-73 | 5 3 
4.0 | 10 41-98 j 4 


*The explanatory notes for Table I apply for Table IV. 


forme type. These eight represented 3.9 per cent of 
the total. One patient had a very large kerion, three 
had widespread folliculitis, pustulation and crusting, 
and four had varying sized scaly areas without in- 
flammation. Three had large areas of alopecia when 
first seen. 

Four cases have been followed for a sufficient period 
to permit evaluation of therapy. One had a large 
kerion, and two had widespread pustules and crusting. 
Two, weights 58 and 64, received 1.0 gm. daily for 
seven weeks, and one, weight 54, 1.0 gm. daily for 
six weeks. In addition, wet compresses and antibiotic 
ointments were used. These three showed steady im- 
provement. In from two to three months, infection 
had cleared, there was regrowth of hair, and repeat 
cultures were negative. 

One four-year-old boy, weight 42, had numerous 
small, non-inflammatory scaly lesions scattered over 
the scalp. He was given 1.0 gm. daily for four weeks 
only. Three months after onset of therapy, there was 
considerable improvement but a few scaly lesions per- 
sisted, and culture was positive. Repeat cultures from 
scaly lesions at four and six months were still posi- 
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tive. He has recently been started again on a daily 
dose of one gram. 


Microsporum lanosum Infections 


Two brothers, weights 40 and 68, had bright fluo- 
rescent patches without secondary infection. Cultures 
revealed M. lanosum. Each received 1.0 gm. daily for 
three weeks, at which time fluorescence had disap- 
peared. 


TABLE V. BLOOD AND URINE DETERMINATIONS 


Number Patients 


Dose Examined Abnormal Findings 


(Grams) —_——— — 

| Hb., WBC | Urine 

0.5 daily, 2-13 weeks 4 | None 

| WBC 3,600 in one; albu- 
min trace and 1-plus 

| in one each, WBC’s 

} slightly increased in 3 

| _urine 

1.0 daily, 3 weeks t 5 | None 

3.0 single dose y | None 

4.0 single dose | | None 


1 
1.0 daily, 2 weeks | 34 | 28 


Toxicity 


Hemoglobin determinations and total white blood 
cell counts were performed on fifty-two, and urinalyses 
on forty patients at some time during or after the 
course of medication. Eighty-five per cent of all de- 
terminations were made within six weeks after onset 
of therapy, the balance at a later time (Table V). 
There was no significant drop in the hemoglobin level 
in any patient. In only one was the total white blood 
cell count below 4,000. In patients receiving 1.0 gm. 
daily for two weeks, one had a trace, one a 1-plus 
albumin, and three males had a slight increase in 
white cells (6 to 16 per high power field) in the 
urine. In patients who received a single dose of 4.0 
gm., one had a trace, and one had a 1-plus albumin 
in the urine. All other determinations of these meas- 
urements were within normal limits. 

One patient apparently developed urticaria while 
on a daily dose of 0.5 gm. for two weeks, although the 
eruption was not seen by the author. Two complained 
of severe headache after taking a single dose of 4.0 
gm. One of these had a previous history of migraine. 
In another, the 4.0 gm. was vomited. 


Age Distribution of Tinea Capitis Due to 
M. audouini 


In a previous report, Lewis and his associates" 
charted the age incidence of M. audouini scalp ring- 
worm in 203 white and 72 colored children. They 
found a peak incidence in both groups at the age of 
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8, but there was a sharper drop-off beyond that age 
in the Negro children as compared to the whites. 
In our series of 285 cases, of which about 90 per 
cent were Negro, there was a sharp peak at the ages 
of 5 and 6. Part of the explanation may be that many 
previously undiagnosed cases were picked up by the 
school nurse at the time of the child’s first admission 
to school, and also being put in a much larger group 
would enhance the possibility of communication. Nev- 
ertheless, only 16 per cent of our cases were 9 years 
of age or older. Rothman® postulated that the disap- 
pearance of tinea capitis due to M. audouini beyond 
the age of puberty is due to the changes in the charac- 
ter of the sebum which occurs at puberty. This view- 
point was questioned by Kligman.® In view of the 
sharp decrease in cases well before the onset of pu- 
berty, one would suspect that other factors, in addition 
to changes in the sebum, may be responsible for this 
event. 


Comment 


In the group receiving 250 mg. daily for three weeks 
or longer, six weighed less than 40 pounds and all 
were cured. Nine, weighing 40 pounds or more, re- 
ceived this dose for four weeks or longer. Of the 
nine, four failed. It therefore did not seem that this 
dosage could be depended upon to cure patients weigh- 
ing over 40 pounds. More favorable results with a 
daily dose of 250 mg. were reported by Harrell.?° 

In the group receiving 500 mg. daily, eight took 
the medication for only two weeks. Two of these 
weighed less than 40 pounds and were cured. Six 
weighed 40 pounds or more. Of these, four were 
cured; however, two (weights 58 and 52) failed. 

Twenty-seven received 500 mg. daily for four weeks 
or longer. Of the four weighing less than 40 pounds, 
three were cured and one failed. Twenty-three 
weighed over 40 pounds. Seventeen of these were 
cured, but six failed. We concluded that the failure 
rate on a daily dose of 500 mg. for those weighing 
over 40 pounds was still too high. 

Our best results were obtained with those on 1.0 
gm. daily for either two or three weeks. With 1.0 
gm. daily for two weeks only, fifty-eight of sixty-two 
cases (94 per cent) were cured. Two of the four 
failures were encountered in brothers. The weight 
range of the fifty-eight cured cases was 33 to 144 
pounds (average, 51). Ten weighed from 33 to 39 
pounds. 

Eight persons weighing from thirty-one to seventy- 
four pounds (average, 50) received 1.0 gm. daily for 
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three weeks only. Only one of these (weight 31) was 
under 40 pounds. All were cured. 

The results with a single dose of 3.0 and 4.0 gm. 
were not too satisfactory, since three of eight pa- 
tients given 3.0 gm., and four of ten persons receiving 
4.0 gm., failed. PreEminary favorable results with 
a single 5.0 gm. dose were reported by Goldman." 

Spot checks of hemoglobin and total white blood 
cell counts on fifty-two, and urinalyses on forty pa- 
tients failed to reveal any significant abnormalities. 
This supports the more careful studies of Livingood’’ 
as to the low toxicity of this drug. 


Summary 


One hundred and forty-five cases of tinea capitis 
due to M. audouini, two due to M. lanosum, and eight 
due to J. tonsurans were treated with oral griseofulvin. 

For M. audouini infections, the main dosage sched- 
ules were 0.25, 0.5, and 1.0 gm. daily, and single 
doses of 3.0 and 4.0 gm. The failure rate for those 
receiving 0.25 or 0.5 gm. daily and weighing over 40 
pounds was found to be too high. Results with single 
doses of 3.0 and 4.0 gm. were also not satisfactory. 
Best results were obtained with those receiving 1.0 
gm. daily for two or three weeks. Fifty-eight of 62 
receiving 1 gm. daily for two weeks, and all eight 
receiving this dose for three weeks were cured. 

Four cases due to J. tonsurans could be evaluated 
as to therapeutic results. Three of these, all with in- 
flammatory reactions, were cured with 1.0 gm. daily 
for six and seven weeks. One, a non-inflammatory 
type, relapsed after receiving 1.0 gm. daily for four 
weeks only. 

Spot checks of hemoglobin, total white blood cell 
counts, and urinalyses in about one-third of the pa- 
tients failed to show any significant abnormalities. 
Other clinical side effects were minor. 

The age distribution of 285 cases due to M. audouini 
showed a sharp peak at the ages of five and six. Only 
16 per cent of these were nine years of age or older. 
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Use of Hearing Aids 


About 1,161,000 of the civilian, noninstitutional 
population of the country have hearing aids, according 
to the Public Health Service’s National Health Sur- 


vey. This total represents one-fifth of the people who 
are reported to have hearing impairments. 





Utolaryngology 


The Section of Otolaryngology of the Michigan State Medical 
Society is grateful for the opportunity of presenting the scientific 
articles in this issue of the Michigan State Medical Society JouRNAL. 

We believe the articles reveal some of the interesting, challenging, 
and rewarding work that is being done in the field of otolaryngology. 
The limitation to five articles prevented presenting a broader coverage 
of interesting work that has developed in this field such as recon- 
structive surgery of the tympanic membrane and middle ear; and 
the treatment of Méniére’s Disease. Also significant progress in 
bronchoesophagology; nasal reconstructive surgery; and head and 
neck oncology. No doubt these phases will be covered in other issues 
of the JouRNAL. 


It has been said otolaryngology is a dying specialty. Perhaps this 
was partially true for several years with the drop in surgery asso- 
ciated ‘with infections. However, we are happy to report there is a 
revitalization of the specialty, as exemplified by the increase in 
number of applications of top caliber men for residency positions. 
This is, no doubt, due to the fine advances in surgery of the area 
and excellent research work that is going on. 

Hence, in addition to hoping this issue proves interesting and 
informative to the physicians who read it, we have a selfish motive 
of hoping it stimulates the interest of some of our fine caliber interns 
in the specialty of otolaryngology. 

V. E. Cortopassi, M.D. 


Legislation We Can Support 


Income Tax Benefits 


Numerous proposals for the care of the aging, those over 65, have 
been proposed for the last four or five years. Many of them the 
medical profession could not support because of the included concept 
of socialized medicine, The Forand Bills, the old Wagner-Murray 
Dingell Bills, the recent King-Anderson-Kennedy Bills, have been a 
little different approach, but all have involved the government’s 
stepping into the practice of medicine which would provide service 
rather than indemnity or benefit payments. 

George T. Kelleher, M.D., former MSMS delegate, and George 
W. Slagle, M.D., Past President MSMS and presently a member of 
the AMA House of Delegates, have worked out and proposed a plan 
which was presented to the AMA House of Delegates and unani- 
mously approved. This plan will be introduced (has been) by 
Congressman August E. Johansen, third District (R-Michigan). 
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EDITORIAL 


Simply stated, the proposal is that the aging person 
over 65, or his tax-paying relative, after figuring up 
his income tax according to the present requirements, 
may deduct from it the amount he has paid for medi- 
cal and hospital costs or insurance, such as Blue Cross- 
Blue Shield. Michigan’s present senior citizen Blue 
Cross-Blue Shield policy, which was not increased by 
the recent rate adjustment, amounts to $203.28 per 
couple per year. The aging couple with an income 
of around $2500 a year would be paying about $210 
in income tax. This reduction, providing they had 
Blue Cross-Blue Shield, would leave them a balance 
of $6.72 to be paid. This is a very definite and a 
very specific benefit to those of low income, whether 
on social security or not. This does not involve social 
security, but does provide for use of the voluntary 
insurance program. 

There is precedent for this type of legislation. In 
the first place, there would be no need to set up a 
separate bureau. The actuarial precedent of the Fed- 
eral Employees Medical Care Insurance program is an 
established premium base point. Privately purchased 
medical care insurance would allow the members of 
this group to obtain medical care without public 
surveillance of their illnesses and their privileged phy- 
sician relations. It would avoid third party intrusion 
and control of medical situations. This is another bill 
which the medical profession can support without any 
reservations. 

The AMA House of Delegates also approved HR 
5223, a bill to allow tax exemption for all drugs and 
medicine purchased for persons 65 and older. This 
action is in recognition of the high costs of medical 
care for many senior citizens. Legislation of this sort 
is undeniably in the public interest. 

Instead of offering a hospital service program hidden 
by an entirely unappropriate tax, these bills would 
recognize the patient’s right for privacy. In addition, 
it would help financially, by a definite reduction of 
the income tax load for this group about whom Presi- 
dent Kennedy has been worrying so much, but for 
which the King-Anderson proposals fail to include 
medical care except when offered under contract pay- 
ment through hospitals. 


The Keogh Bill 


The Keogh bill has been proposed for 10 or 12 
years, and almost passed twice. It would provide that 
self employed professional or business people who do 
not have a corporation to set up tax exempt endow- 
ments for their retirement, may set up their own tax 
exempt program. The self-employed ‘would be able to 
set aside 1/10 of their income up to $2500 a year, 
before taxes. The object is to establish a retirement 
or old age fund. 
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This bill should be passed this time. It has failed 
by neglect and by non appreciation of need by certain 
members of Congress. Kipplinger and other news 
analysts have felt this bill would pass during this 
Congress. 

Another bill the senior citizens and the medical 
profession could support would be a proposed amend- 
ment to the Social Security Act. It is badly needed. 
A small part was enacted by the last Congress. For 
years, there has been a prohibition of work for the 
beneficiaries of social security. If their income was 
over $100 a month or over $1200 a year, they lost 
the benefit for the months in which it exceeded a 
certain amount—approximately $80. The last Con- 
gress boosted that to $150 a month or $1800 a year. 
Congress should completely remove this restriction. 
Social security is insurance. If an insurance benefit 
has been earned, by what right does the government 
prohibit these senior citizens from benefiting, just 
because they were able to work a little bit longer 
than a specified maximum? Actually the government 
should be happy because every one of these people 
who work still contributes to this tax and to the social 
security program, not only his 3 per cent but his 
employers 3 per cent. Removing the limit and restric- 
tion on this benefit would help both the recipient and 
the tax-collecting bureaus of the government. 


Running Scared 


For the past 12 or 15 years, the world has been 
running scared. A dictator in far off Russia threatens 
to infiltrate our civilization and our government and 
provoke a third World War—a nuclear ‘war which we 
are told would mean the destruction of civilization. 
The United States has been taught and has talked civil 
defense and our government has set up tremendous 
observation posts and defense mechanisms to discover 
attacks before they hit us, and how to care for our- 
selves afterwards. The main concept is fear that a 
nuclear war means the end of civilization. 

The American people have only half heartedly 
accepted that philosophy, but we have spent billions of 
dollars trying to counteract it. It seems to us that it 
is time we as a nation make a resurvey. We have 
spent those billions all over the world attempting to 
build up friendships which often faded the minute we 
needed them. We believe the concept is much exag- 
gerated. Hiroshima and Nagasaki underwent nuclear 
warfare. The destruction was tremendous, but those 
who survived proved that such an attack is not the 
end of civilization. We believe a complete about-face 
would disarm and disabuse the power which has been 
a threat. In our younger years, when a bully met a 
man unafraid who would stand against him, the bully 
usually disappeared. So much for world politics. 
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The medical profession has been running scared for 
about three decades. In the 1930’s we had two fears. 
One was an enormous depression, where only a very 
few actually had sufficient income to be comfortable 
and most were working on depressed or reduced wages 
or none. The welfare department administrators 
stepped in—took charge of the indigent and especially 
the medically indigent. In Michigan, the administrators 
came in, decided ‘what class and group of drugs could 
be used for our patients, how many visits we could 
make, and how much we could be paid for our serv- 
ices, if any. That was the State’s economic program. 
We also had a group of do-gooders trying to change 
the laws and set up a nationwide and also sometimes 
a state wide compulsory medical service program. One 
or two of these bills were introduced, and some were 
narrowly defeated in California. 


Medicine was concerned then by its need to care 
for our patients, also it feared that its liberty would 
be lost and the profession become a governmental bur- 
eau ‘with bureaucrats dictating and administrators 
putting limitations on our services. Here in Michigan 
for many years, we fought the Wagner-Murray-Dingell 
bills. The medical profession justly earned the appro- 
brium of being always against legislation and never 
suggesting anything constructive—‘“always against.” In 
the 1940’s, we recovered somewhat out of that fear. 
The Dingell bills were present and threatening, and 
the concept of the health and welfare department in 
Washington still kept the professon on the run by 
unmerited criticism, by reporting every uncomplimen- 
tary act that could be found, and by building up an 
anti-medicine picture in the public mind. 


A philosophy of constructive legislation, proposals 
for public benefit which the profession could support, 
Senator Taft’s medical care bill advocating prepay- 
ment, and the growth of successful prepayment plans 
followed, never opposing any legislation without a sug- 
gestion of something favorable. After several years, 
that concept disappeared and the profession almost 
forgot the threat of socialized medicine. 


In this last political campaign, there was a definite 
change. It had seemed that the Forand-type legisla- 
tion would be forgotten. Care of aging became a 
campaign issue. Those who favored the old-style com- 
pulsory insurance, the ‘welfare workers, social workers, 
bureaucrats, began spreading the opinion among the 
general public that everybody in the older age limit 
was desperately poor and should be taken into the 
social security program for their medical and hospital 
care. About four million of those over 65 were 
acknowledged indigent, never had worked, and were 
the logical beneficiaries of the state welfare depart- 
ment. They were cited as examples of need. Obvious- 
ly, they could ‘not become beneficiaries of social 
security and never would. They were not eligible. 
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A percentage of those who are beneficiaries of social 
security and also in that low income group, will need 
attention. The Kerr-Mills Act was passed last summer 
to care for these and the four million indigents. It 
has been only partially allowed to take effect. The 
bureaucrats, and the socializers and labor ‘were much 
disappointed with Kerr-Mills because it did not fit in 
with their concept of government taking over medi- 
cine. For that reason, during the last months of the 
campaign and since, the medical profession has been 
running scared, more or less fearful of losing our 
identity and becoming cogs in the governmental wheel. 

The profession lived through the 30’s and saved 
their individuality and independence. They also lived 
through the 40’s successfully, primarily by establish- 
ing the prepayment medical and hospital plans and 
proving that through private enterprise the sick could 
be cared for without government intervention. 

Now in the sixties, we are running scared again. 

The opinion of the medical leaders, at the AMA 
convention, largely was that we can survive this threat 
of the sixties also. It is going to be much more of an 
effort than either of the others. The profession has 
labor forces against it, who are absolutely adamant 
against the AMA. They do not hesitate to use any 
means of misrepresentation, as amplified in their news- 
papers. The bureaucrats and socializers who are now 
back in the government are adding to that fear concept. 

Too many in the medical profession have been 
bitten. We have one answer now available, the medi- 
cal profession must make its prepayment plans work. 
We admit the plans cost more than in years past but 
the medical and surgical care today is so absolutely 
intricate, complicated and far advanced, calling for 
much technical and other assistance for expensive 
appliances, that those expenses are going up. We must 
admit that. We believe the lives we are saving are 
abundantly worth it. We doubt if the labor leaders and 
some of the administrators in the social security de- 
partment who are also critics would wish to go back 
even to the medicine we knew three years ago, if they 
themselves or their own family happened to be in- 
volved. We all know there are limitations in our 
Blue Cross-Blue Shield programs. We all know that 
in many places they are somewhat inadequate for the 
time and skill demanded and the compensation offered. 
They have done a job, however, and will again. 


The medical profession, evolved from its pioneer 
days into the completely dedicated, competent profes- 
sion which is now saving lives lost just yesterday. It 
did not develop from being adequately paid. The pro- 
fession did develop from an inner urge of the great 
mass of our doctors as well as the researchers to do 
a better job in spite of the frustration and discourage- 
ment. 


Medicine needs to quit running scared. All of our 
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members, by taking a new determination, can give 
even better service than in the past, and can recapture 
the good will of the public—the respect even of our 
detractors. That can only be done by fearlessly doing 
the things which we know must be done. Some of our 
doctors hesitate in some instances, but hesitation could 
mean we would all be working for Uncle Sam and 
that could happen almost over night as we were told 
by some of the men who are our “outlooks” in the 
forward ranks. 


The Answer 


On November 22, 1955, the Michigan Hospital 
Service petitioned the Michigan Insurance Commis- 
sioner for a rate increase of 23 per cent. Protests and 
criticisms had reached the point where former Gover- 
nor Williams appointed a Governor’s Study Commis- 
sion which was charged with “determining how more 
and better medical and hospital services can be assured 
more people with less criticism, costs decreased, and 
abuses be controlled or eliminated.” There were no 
answers after prolonged public hearings and tremen- 
dous newspaper publicity, but the Commission recom- 
mended that a study be set up at the University of 
Michigan to find out why or how. 


Five years later, we have an answer. Two years of 
inaction and three years of study passed by before 
the “McNerney Report” ‘was presented to the Gover- 
nor’s Commission on Saturday, July 22. This is the 
report “financed by grants totalling more than $380,- 
000 from the W. K. Kellogg Foundation of Battle 
Creek. The three-year University of Michigan study 
is the most comprehensive analysis yet made of hos 
pital and medical economics in any state.” 


The report evaluates that: 


“Despite the duplication of effort involved in operating 
two separate plans, both Blue Cross and Blue Shield have 
done good jobs of keeping their administrative expenses low”; 
—“The rates of some of the voluntary insurance companies, 
especially on individual contracts, present a significant limita- 
tion on the voluntary health system” because “Blue Cross 
and Blue Shield pay out approximately 95 per cent of their 
income in benefits, the figure for private insurance firms 
ranges from 50 per cent to 90 per cent.” “Blue Cross and 
Blue Shield together write nearly 60 per cent of the total 
health care coverage in Michigan. Competition from insur- 
ance firms, using experience rating, has left the prepayment 
plans with an increasing share of poor health risks in recent 
years. 


The 1600-page report emphasized the fact that hos- 
pital and medical care costs are constantly increasing. 
That is the report which has gone to the Governor’s 
Commission and which will go to the legislature. It 
cost $382,000, six years’ delay, several sessions with 
the State Insurance Commissioner with needless pub- 
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licity and focusing of adverse attention upon the Blue 
Cross-Blue Shield programs. 

The McNerney Report makes many recommenda- 
tions: that the two Boards be consolidated, that the 
hospital administrators and the practicing doctors be 
very largely left off both boards, that insurance laws 
governing the department be changed providing that 
the use of experience rating be prohibited as being 
unfair to the great mass of people, that the Insurance 
Commissioner exercise jurisdictional authority for all 
types of health insurance without favoritism or undue 
severity. It suggests more controls on the part of man- 
agement and a greater percentage of the doctors par- 
ticipating. It also suggests what Michigan Medical 
Service board refused to do in the beginning, that we 
pay the non-participating doctor a lesser amount than 
the participating doctor. It also suggests that we do 
not recognize assignment but pay the beneficiary direct, 
that osteopaths be fully recognized as participants. 
The report further recommends changing the contracts 
so that the majority of benefits have as complete cov- 
erage as is possible. 


The report has extended its investigations and makes 
further suggestions. Governmental departments that 
have the responsibility to render medical and especially 
hospital care should provide full payment of all hos- 
pital expenses. (When government now pays only 60 
per cent or 90 per cent, the hospitals must collect 
100 per cent of costs for Blue Cross and about 117 
per cent from private payers.) Underpayment by gov- 
ernment should be corrected. “Reimbursement rates to 
hospitals should be based on uniform cost accounting, 
established on a state-wide basis, and be at the level 
of 100 per cent of the audited costs thus established.” 


The report says: 


“Success in improving medical care has cost money, the 
fact that medical science is producing increasingly useful diag- 
nostic tools and that most of them are housed in the hospital, 
means higher hospital costs. Pushing back the boundaries of 
human life is expensive. It is fruitless to question what of 
this should or should not be done. A more sensible focus 
should be on how well it is done. Medical advances will 
continue to bring the supporting population more for its 
money, although it is extremely unlikely to reduce expendi- 
tures.” 


Future AMA Meetings 


AMA’s 1962 Annual Meeting will be held in Chi- 
cago. 


Other locations for meetings are: 1963, Atlantic 
City; 1964, San Francisco; 1965, New York City. 


The 1961 Clinical Meeting will be held in Denver, 
Colorado, November 26-30 (See page 1201). 
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(brand of diphenoxylate hydrochloride with atropine sulfate) 


>~ lowers motility 
>< controls diarrhea 


Lomotil brings prompt symptomatic control in diarrhea, either acute or chronic. 
Both pharmacologic and clinical evidence indicate that Lomotil selectively lowers 
the propulsive component of gastrointestinal motility without relaxing intestinal 
sphincters. So efficient is this action that studies in mice have shown Lomotil to be 
effectively antidiarrheal in one-eleventh the dosage of morphine. 
Such striking antidiarrheal activity strongly suggests that Lomotil is the drug of 
first choice for prompt and positive control of diarrhea. 


Dosage: The recommended initial dosage for adults is two tablets (2.5 mg. each) 
three or four times daily, reduced to meet the requirements of each patient as soon as 
the diarrhea is under control. Maintenance dosage may be as low as two tablets daily. 
Lomotil is supplied as unscored, uncoated white tablets of 2.5 mg., each containing 
0.025 mg. of atropine sulfate to discourage deliberate overdosage. Recommended 
dosage schedules should not be exceeded. 


An exempt preparation under Federal Narcotic Law. 

Descriptive literature and directions for use available in G. D. SEARLE « co. 
Physicians’ Product Brochure No. 81 from G. D. Searle & CHICAGO 80, ILLINOIS 
Co., P.O. Box 5110, Chicago 80, Illinois. Research in the Service of Medicine 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


A new, authoritative patient-aid . . . for professional distribution only 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance .. . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 
ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) 
Oleic acid glycerides (mono-unsaturated) 


Palmitic, stearic and myristic glycerides (saturated) .... 25-30% 
Phytosterol (Predominantly beta sitosterol) ......... 0.3-0.5% 
Total tocopherols ...........seceeees ovcccnces O0O-0I12Z% 
Never hydrogenated—completely salt free 


Poly-unsaturated Wesson is unsurpassed by any readily 
available brand, where a vegetable (salad) oil is medically recommended 
for a cholesterol depressant regimen. 
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USE THIS HANDY ORDER FORM 


The Wesson People, P.O. Box 2184, Fullerton, Calif. 


Please send____free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients. 


DR 
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THESE 231,000 
PEOPLE IN 
MICHIGAN NEED 
MEDICAL HELP 


Heart disease, cancer, mental illness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
Michigan there are at least 231,000 alcoholics. These 
people need medical help. No one is in a better posi- 
tion to initiate and supervise a program of rehabilita- 
tion than the physician who enjoys the confidence of 
the patient or the patient’s family. 


ONE FOR THE ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, stimulates appetite and helps to control 
withdrawal symptoms. The complications of chronic 
alcoholism, including hallucinations and delirium 
tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —-7-chioro-2-methylamino 


0 RO i H E 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 


bs )iho3) LABORATORIES Division of Hoffmann-La Roche Inc. 
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AMA Lists Topics for 
Clinical Meeting 


The 15th annual American Medical Association clinical meeting in 
Denver, November 26-30, will offer the latest findings in a number of 
areas of medical research to benefit each doctor of medicine in the 
conduct of daily practice. 

Some highlights will include sessions and papers on such important 
areas of medicine as genes and chromosomes, electronics and com- 
puters in medicine, space medicine, medical aspects of American 
habits, new developments in virology, treatment of radiation injuries, 
new findings in chemotherapy for cancer, and latest data in the field 
of antibodies and antigens. 

Samuel P. Newman, M.D., of Denver, chairman of the AMA 
Council on Scientific Assembly, states, “We are confident that the 
15th annual clinical meeting will offer one of the most interesting 
and informative programs ever presented at the winter session.” 
He adds: 

“The program is designed to assist the physician in his practice. 
The latest findings in many areas of medicine will be presented by 
men who are top specialists in their fields. The meeting will be of 
great value to the clinician in advancing his knowledge.” 


* * * 


AOA Reacts to AMA Action 


The American Osteopathic Association at its annual House of Dele- 
gates meeting in Chicago criticized the American Medical Associa- 
tion’s efforts at “elimination of the osteopathic profession in the state 
of California and elsewhere.” 

The AOA House of Delegates made membership in the Association 
compulsory for all members of local component societies, voted to 
step up research on the osteopathic concept, and assessed members 
$75 for a “war chest” to fight the legal battle currently pending in 
California. 

In addition, dues were raised from $75 to $100 a year. 


“We have begged for peaceful coexistence,” said True B. Eveleth, 
executive director of the AOA, “and had hoped that the AMA at 
their New York meeting would lift their boycott against osteopathy. 
Instead, they decided on a program which ‘we can only interpret as 
an attempt to divide and destroy osteopathy.” 

“Now we will use everything that we have to prevent their going 
into state associations and dividing us up,” he warned. 

Delegates were told that organized medicine has made moves in 
other states to follow California’s example. 

Mindful of frequent criticisms of the osteopathic concept as un- 
scientific and unproved, the delegates unanimously approved a meas- 
ure calling for acceleration of “research programs relative to the 
basic contributions of the osteopathic school of medicine.” 
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Lauds Professional Spirit 


in the highest sense of the word. 


in human values.” 





“T like to think of the professional spirit as an unchangeable force in medicine. True, its outward forms and 
applications may change with the course of history and alterations in the human environment. But its essence is 
unchangeable, indestructible, like faith in God, belief in freedom, or love of humanity. When the essence of that 
spirit is diluted or destroyed, either in an individual physician or in a nation, medicine ceases to be a profession 


Without the true professional spirit, the practice of medicine becomes simply an occupation, a way of earning 
a living. With it, the practice of medicine partakes of, and expresses, the best in life, the best in men, the best 


—Lronarp W. Larson, M.D. 
AMA President, Inaugural Address 








Appoint MeNerney Blue Cross 
President 


Walter James McNerney, director of the Bureau of 
Hospital Administration, School of Business Adminis- 
tration, University of Michigan, has been named pres- 
ident of the national Blue Cross Association. 

Professor McNerney succeeds James E. Stuart, who 
became executive vice president of the Association in 
1959, president in 1960 and is now chairman of the 
Association’s board of governors. 

The new president directed the recently completed 
three-year study of hospital and medical economics 
under a grant of $380,000 by the Kellogg Foundation 
to the University of Michigan. The study concentrated 
on four major areas: spending and utilization pat- 
terns of the population in health care; costs of pro- 
viding health care; critical issues facing prepayment 
insurance and government; and the problems of con- 
trol in the voluntary system. 


Name West Virginia Executive 


William H. Lively, of Charleston, is the new execu- 
tive secretary of the West Virginia State Medical Asso- 
ciation. He succeeds his father, the late Charles 
Lively, who served in that capacity from 1942 until 
his death on June 12. “Bill” has served as executive 
assistant to his father for six years. 





New Look 
Leonard W. Larson, M.D., president of 
American Medical Association, says that his new 
job will be dealing with issues instead of tissues, 
malicious rumors instead of malignant tumors 
and interpretive analyses instead of urinalyses. 











More Federal Aid 
For Health Services 


The Senate and House has approved a multi-million 
dollar expansion of federal aid to community health 
services. Some of the programs covered by the legis- 
lation were of special importance to the aged and the 
chronically ill. 


Key provisions of the bill would: 


1. Raise from $30 to $50 million, for five years 
the annual authorization for matching grants to states 
and cities for public health services such as home 
nursing, home health care and a variety of services 
to nursing homes. 


2. Establish a five-year $10 million-a-year program 
of special grants to non-profit groups for research and 
development aimed at improved health services given 
outside the hospital. 


3. Raise from $10 million to $20 million the annual 
authorization for construction of public and non-profit 
nursing homes. 


4. Extend loan provisions for hospital construction 
under the Hill-Burton Act until its grant program ex- 
pires in June, 1964. 


5. Raise from $1.2 million to $10 million the 
annual ceiling on grants for hospital research and 
permit grants for experimental or demonstration 
hospital units. 


6. Extend for three years the matching grant pro- 
gram which provides federal help for construction of 
health research facilities and authorize $50 million 
rather than $30 million a year. 


MSMS keeps in touch with over 6,000 members, 55 county 
medical societies, 18 councilor districts. 
_ * * 
MSMS produces many films, TV and radio broadcasts, 


pamphlets, brochures, and other educational, informational 
materials. 
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He needs his muscles working properly— 
when they aren’t, he needs 


Trancopal 


September, 1961 


How to use 


Trancopal- 


Brand of chlormezanone 


for 
painful muscles 





When a muscle is strained, it 
goes into a spasm that produces 
pain; this is followed by more 
spasm for splinting, and then 
more pain. 


When you prescribe Tranco- 
pal, you break this vicious cycle 
and relieve the patient's dis- 
comfort. Trancopal will ease 
the spasm and consequently the 
pain, and its mild tranquilizing 
effect will make the patient less 
restless. You can then start him 
on purposeful exercise or phy- 
sical therapy. 


In addition to its usefulness 
in syndromes resulting from 
overstraining (such as low back 
pain or tennis elbow), Tranco- 
pal will relax the spasm and 
pain that are features of torti- 
collis, bursitis, fibrositis, myo- 
sitis, ankle sprain, osteoarthri- 
tis, rheumatoid arthritis, disc 
syndrome and postoperative 
muscle spasm. Trancopal is 
available in 200 mg. Caplets® 
(green colored, scored) and in 
100 mg. Caplets (peach col- 
ored, scored ), bottles of 100. 
Dosage: Adults, 1 Caplet (200 
mg.) three or four times daily; 
children (5 to 12 years), from 
50 to 100 mg. three or four 
times daily. 


withvop LABORATORIES 
New York 18,N.Y. 
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MICHIGAN DEPARTMENT OF HEALTH 


ALBERT E. HEUSTIS M.D., State Health Commissioner 


State Plan Schedules Six Million for Michigan Hospitals 


About six million in federal funds will be dis- 
tributed this year in Michigan for new construction 
and expansion of hospitals and other health care 
facilities, according to the state plan published by 
the Division of Hospital and Medical Facilities and 
approved by the Michigan Advisory Hospital Council. 

The plan shows that Michigan’s greatest needs are 
more beds for the treatment of mentally ill persons 
and those requiring lengthy hospitalization and _ re- 
habilitation for chronic illness. 

Beds for care of the chronically ill in fire-resistive 
structures with registered nurse supervision constitute 
only 46 per cent of the number of beds estimated to 
be needed. Beds in local psychiatric facilities repre- 
sent 33 per cent of the estimated need. The plan 
also shows 78 per cent of the estimated number of 
beds needed for the care of acutely ill patients in 
acceptable hospital facilities 

In local facilities for the care of the mentally ill, 
there are only 151 beds currently under construction. 
During the year, 36 beds in hospital units were made 
available for this purpose for the first time in Port 
Huron and Pontiac. 

At the state level, a new 300-bed mental facility 
for western Michigan and treatment units for emo- 
tionally disturbed children are badly needed. 

There are still a few areas of the state urgently 
needing construction of adequate general hospital beds. 
For example, Newberry, Bad Axe, Monroe, Stam- 
baugh, and Ludington have less than 50 per cent of 
the beds in suitable facilities. 

With respect to long-term care facilities, 34 coun- 
ties still have either no facilities or none in fire-resis- 
tive structures where registered nurses are employed 
to supervise care. 

There has been a considerable increase, however, 
in facilities available for long term care. Two years 
ago, Michigan had only 27 per cent of the skilled 
nursing home beds estimated to be needed. Today 
the figure has risen to 46 per cent to reflect the great 
upsurge of interest among counties, hospitals and 
private entrepreneurs in meeting the needs of the 
chronically ill patient. It also indicates the response 
to recent legislation making broader health care 
measures available to the aging. 

Since federal construction grants, administered under 
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the Hill-Burton program, started in 1948, $44 million 
of these funds have been distributed to 141 Michigan 
projects for new construction or expansion. Grants 
have been made to 98 individual hospitals and 15 
governmental agencies in 78 communities. Nearly half 
of the construction since 1948 has been with the 
assistance of federal funds. 

The state plan is revised each year and reviewed 
by the Michigan Advisory Hospital Council, and then 
sent to the United States Public Health Service for 
approval. Copies of the plan may be inspected at the 
Hospital and Medical Facilities Division of the Michi- 
gan Department of Health in Lansing. 


Live Virus Polio Vaccine Licensed 


The Type I oral, live virus polio vaccine developed 
by Dr. Albert Sabin, has been licensed by the U. S. 
Public Health Service for marketing in the United 
States. 

However, the PHS, the American Medical Associa- 
tion and others urged that the widest possible use still 
be made of the Salk killed vaccine. The principal use 
of the newly licensed oral vaccine this year will be 
against epidemic threats of Type | polio. 

The license for manufacture of the oral vaccine was 
granted to Pfizer, Ltd., Sandwich, England, and it is 
being marketed in this country by Chas. Pfizer & Co., 
Inc., of New York. 

Luther L. Terry, M.D., Surgeon General of the 
PHS, said he expected Type II oral vaccine to be 
licensed soon but that it would be several months 
before Type III would be licensed. 

Information on the terms for obtaining vaccine from 
this epidemic reserve was sent to State and Territorial 
Health Officers. The requirements include: 

At least three cases of Type I polio in the com- 
munity within a month, of which two have been con- 
firmed to be Type I by laboratory analysis. 

Adequate community organization and medical 
leadership to insure rapid and complete coverage of 
persons under 50. 

Agreement to make the vaccine available without 
charge to persons under 50. 

All local requests must be channeled through State 
Health Departments. 
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Why do we say Mysteclin-F is decisive in infection? 


because...it contains phosphate-potentiated tetracycline 


for prompt, dependable broad spectrum antibacterial action. 


because...it contains Fungizone, the antifungal antibiotic, 


to prevent monilial overgrowth in the gastrointestinal tract. 


Mysteclin-F resolves many respiratory, genitourinary and gastrointestinal infections—as well as such 
other conditions as cellulitis, bacterial endocarditis, furunculosis, otitis media, peritonitis, and septi- 
cemia. It combats a truly wide range of pathogenic organisms: gram-positive and gram-negative 
bacteria, spirochetes, rickettsias, viruses of the psittacosis-lymphogranuloma-trachoma group. 

Available as: Mysteclin-F Capsules (250 mg./50 mg.) Mysteclin-F Half Strength Capsules (125 mg./25 mg.) Mysteclin-F 


for Syrup (125 mg./25 mg. per 5 cc.) Mysteclin-F for Aqueous Drops (100 mg./20 mg. per cc.) 
‘Mysteclin’®, ‘Sumycin’® and ‘Fungizone’® are Squibb trademarks. 


Pe 


(ee 
For full information, 


a N - 
see your Squibb fA, Squibb Quality — 
M Ste cli | j pa py os doy org SQUIBB 8) the Priceless Ingredient 


Squibb Phosphate-Potentiated Tetracycline (sumycin) plus Amphotericin B (FUNGIZON® ) 
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Cancer Comment 


Leukemias and Lymphomas 


The relationship between lymphomas and leukemia 
is well known but poorly understood. In various types 
of malignant lymphomas, the terminal picture will be 
leukemia in 5 to 20 per cent of the cases, depending 
somewhat on type. The classification of lymphomas 
varies from article to article and between competent 
authorities and this difference in nomenclature tends to 
promote the general confusion. The same story occurs 
to a lesser degree in the diagnosis of leukemia. The 
diagnosis of acute leukemia, as far as type is con- 
cerned, has always been difficult even with marrow 
studies, and types of leukemia have been observed to 
change. Recently, it has been found possible to diag- 
nose lymphogeneous and myelogeneous leukemia more 
accurately by examining the liver and spleen at 
autopsy, and employing this method, the clinical diag- 
nosis made by the study of peripheral and marrow 
smears has been refuted; one recent paper describing 
nine cases diagnosed originally as monocytic leukemia 
proved to be lymphogeneous in seven instances, and 
myelogeneous in the remaining two. 

While the study of leukemia in dogs, mice, and 
other mammals is of interest, the transmission of fowl 
leukemia appears to be slightly different. The progres- 
sive increase of the incidence of leukemia is also alarm- 
ing, particularly since it has doubled in two decades, 
not only in the United States, but in other countries. 
The fact that it occurs at least three times as fre- 
quently in males is interesting, and, that it is uncom- 
mon in negroes, may point to some factor in host 
resistance. Fifteen years ago, it was demonstrated that 
myelokentric acid occurred in the urine in chronic 
myelogenous leukemia and Hodgkins disease; whereas, 
lymphokentric by contrast occurred only in lympho- 
sarcomas and chronic lymphogenous leukemia, thus 
demonstrating a common finding in the two disorders. 
Clinically, the same difficulty is again encountered in 
nomenclature, the term “chronic” being employed only 
in those cases where the disease has been present for 
a year or longer and acute to those cases which termi- 
nate in a few weeks or months. Even in these cases, 
the study of the peripheral blood may change the 
terms and it is further complicated by the knowledge 
that numerous individuals who have had an asympto- 
matic leukocytosis over a period of years will eventu- 
ally end as full-blown leukemias. 

The classification of lymphomas is not even too clear 
histologically, since it has been repeatedly demon- 


1206 


strated that a lymph node f-om one area will show 
a giant follicular lymp':..xstoma, and a node from 
another site, or even an area in the same node, will 
show a reticulum-cell sarcoma, and prognostically these 
are the extremes, since many cases of the former are 
alive after 15 years and asymptomatic, while the course 
of the latter is usually brief and fulminating. Statistics 
are also somewhat vitiated by erroneous diagnoses, 
cases of cat-scratch fever lymphadenitis and Brucellosis 
often being classified as Hodgkins disease. A recent 
review on_ giant-follicular lymphoblastomas ‘which, 
parenthetically, is known by at least five different 
names, points out that this is a distinct type of 
lymphoma but is not as indolent as formerly thought, 
since it appears to have a tendency in many cases to 
develop into a more malignant form. The simplest 
current classification is to divide the lymphomas into 
four groups, consisting of follicular lymphoblastoma, 
reticulum-cell sarcoma, lymphosarcoma and Hodgkins 
disease and, if one wishes to be more concise, the 
last can be subdivided into a less progressive granulo- 
matous form. It is of current interest to note, as far 
as the etiology is concerned, that a rather specific type 
of malignant lymphoma has a definite geographical 
incidence in Central Africa among various tribes and 
particularly in children; in contrast, giant follicular 
lymphoblastoma is rare in the colored race and almost 
unknown in small children. Histologically, various 
competent oncologists have found considerable dif- 
ference in their statistics, reticulum-cell sarcoma in one 
large series being only 3 per cent; while in another, 
94 per cent were of this type. Since the architecture 
of the gland, or its lack of architectural pattern is 
highly important, it is urged that the surgeon remove 
glands for study in toto and, if possible select more 
than one node. 


ArtHur A. Humpurey, M.D. 


Kellogg Grants 


With a grant of $115,000 the W. K. Kellogg 
Foundation of Battle Creek joins other organizations in 
constructing a new research laboratory for The 
Wilmer Ophthalmological Institute of The Johns Hop- 
kins University and the Johns Hopkins Hospital. The 
five-story building will facilitate research into the 
causes and treatment of blinding ocular diseases. 
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As the greatest dental benefits of Sodium Fluoride are 
derived during infancy and early childhood: 

PEDIATRIC VITAMINS 

PLUS SODIUM FLUORIDE 


provide 
proper 
nutritional 


support 
plus 
prophylaxis 
against 


future 
dental 
caries 


FUNDAMENTAL VITAMINS PLUS SODIUM FLUORIDE 


Funda-Vite(F) — 


PEDIATRIC DROPS 


—_ 0.6 ml. provides, 400 U.S.P. units vitamin D, 30 mg. vitamin Mg and 
0.5 mg. fluorine (as sodium fluoride). Available in 30 ml. and 50 ml. 
bottles with calibrated droppers. 


MULTIPLE VITAMINS PLUS SODIUM FLUORIDE 


Quanti-Vite(F)  ~......... 


of Funda-Vite(F) or 
PEDIATRIC DROPS Quanti-Vite(F) should be 
Each 0.6 ml. provides, 3,000 U.S.P. units vitamin A, 400 U.S.P. units pape crmaatt her wee 
vitamin D, 60 mg. vitamin C, 1 mg. vitamin B,, 1.2 mg. vitamin Be, are to be anticipated 
1 mg. vitamin Bs, 10 mg. niacinamide and 0.5 mg. fluorine (as sodium is 
fluoride). Available in 50 ml. bottles with calibrated droppers. 
AVAILABLE ON PRESCRIPTION ONLY 
CONTRAINDICATED IN COMMUNITIES WITH FLUORIDATED DRINKING WATER. 


SAMPLES AND LITERATURE — Write Medical Department 
HOXT HOYT PHARMACEUTICAL CORP., NEWTON 58, MASSACHUSETTS 
PIONEERS IN PEDIATRIC VITAMIN-FLUORIDE SUPPLEMENTS 
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HEART BEATS 


(This material is provided by the Michigan Heart Association) 


“Heart Day’---1962 


Among the morning speakers of the Third Annual 
“Michigan Heart Day” Scientific Sessions, February 
10, at the Statler-Hilton, Detroit, will be J. Scott 
Butterworth, M.D., president-elect of the American 
Heart Association, and F. Mason Sones, M.D. of the 
Cleveland Clinic. The afternoon session will feature 
a panel discussion, “Unexplained Big Heart.” 


Grants-in-Aid Deadline 


Applications for MHA grants-in-aid for the 1962- 
63 school year may be obtained by request directed 
to the medical director. The deadline date for appli- 
cations is December 15, 1961. Investigators presently 
holding MHA grants will be reminded of the dead- 
line by letter. 


New Staff Appointments 


Miss Elsie Watt and Mrs. Ruth Kettunen recently 
joined the staff of the Michigan Heart Association. 
Miss Watt as consultant on nutrition fills a newly 
created position, while Mrs. Kettunen, consultant on 
homemaker rehabilitation, continues the work she has 
been doing at Michigan State University under a 
Heart Association grant. 


Miss Watt, a graduate of McGill University in 
Montreal, served her dietetic internship at Montreal 
General Hospital and later completed a one-year post- 
graduate course in public health nutrition. She also 
served four years in the Royal Canadian Air Force as 
an officer, as county nutritionist in Hawaii, as execu- 
tive director of a regional dairy council in New York 
State, and as dietitian of the Albert Schweitzer 
Hospital in Haiti. 


Mrs. Kettunen will lead the Association’s program 
of work simplification for the cardiac homemaker, 
conducting “Heart of the Home” classes. Bringing 
this program directly under the operation of MHA 
is a first step in its expansion. Mrs. Kettunen is a 
graduate of Washington State College and received 
her master’s degree in home management at Michigan 
State University, where she specialized in rehabilitation 
of the disabled homemaker. 


Charles Caldwell, formerly Western Regional Di- 
rector, has opened the new MHA South Central Office 
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in Lansing. His replacement in the Western Office in 
Grand Rapids is Laurel Kenney, former director of 
health education for the Kalamazoo County Health 
Department. 


Mr. Kenney was graduated from Seattle Pacific 
College and received his master’s degree in public 
health at the University of Michigan. A native of 
Detroit, Mr. Kenney has served the Okanogan County 
Health Department in Washington state, as well as 
many years in industry, prior to his work with the 
health department in Kalamazoo. He is a registered 
sanitarian with the National Association of Sani- 
tarians and is an active member of several health 
associations. 


Amended “Dangerous Drugs” 
Act for State Explained 


The 1961 Michigan Legislature has amended the 
“Dangerous Drug” Act, and effective September 9, 
1961, amphetamines and methamphetamines and their 
salts and derivatives are regulated the same as are 
barbituric acid and its derivatives, chloral hydrate and 
paraldehyde. 


The Dangerous Drug Act, passed initially in 1943, 
regulates the sale and possession of certain drugs and 
prescribes penalties for violation of its provisions. 


The U. S. Congress is currently considering Senate 
Bill 1939 for regulating the manufacture, compounding, 
processing and distribution of habit-forming barbiturate 
drugs, including amphetamine drugs. This proposed 
federal legislation defines an amphetamine as “any 
drug consisting of racemic amphetamine sulfate, dextro 
amphetamine sulfate, methyl amphetamine hydro- 
chloride, or compounds or mixtures thereof, including 
all derivatives of phenolethylamine or any of the salts 
thereof having a stimulating effect on the central 
nervous system, except preparations intended for use 
in the nose and unfit for internal use.” 


In the future, pursuant to the new Michigan statute, 
the amphetamines and methamphetamines must be 
recorded by physicians, hospitals, druggists and others 
in the same manner in which they have dispensed or 
prescribed the barbiturates. 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and. Effective 


for the tense and 
nervous patient 


simple dosage schedule relieves anxiety 
dependably — without the unknown dangers 
of “new and different’ drugs 


9 does not produce ataxia, stimulate the 
appetite or alter sexual function 


3 no cumulative effects in long-term therapy 


wy \ 4, does not produce depression, Parkinson-like 
symptoms, jaundice or agranulocytosis 


5 does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 


tablets; bottles of 50. Also as MEPROTABS*—400 mg. 9 
unmarked, coated tablets; and in sustained-release ® 
capsules as MEPROSPAN®-.400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobamote). 


* TRADE-MARK meprobamate (Wallace) 


Qi WALLACE LABORATORIES / Cranbury, N. J. 
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‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 














A | ha Broad-spectrum antibac- 
terial action—pius the 

soothing anti-inflam- | 

matory, antipruritic ben- 


brand Ointment efits of hydrocortisone. 











The combined spectrum 92 
of three overlapping é 

antibiotics will eradicate 

virtually all known top- 

ical bacteria. 


brand Antibiotic Ointment 


eS cl | 
BEL ————— 


——————— 


—” 4 9° A basic antibiotic com- 
bination with proven 
effectiveness for the 
topical control of gram- 


brand Antibiotic Ointment positive and gram-nega- | 
tive organisms. 
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Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 





‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 


Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _— 5 mg. 5 mg. 


Hydrocortisone — _ 10 mg. 





Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of ¥% oz. ‘a 
Y% oz. and ¥% oz. % oz. and % oz. Y% oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 





BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Living up to 
a family tradition 


Tt ere are probably certain medications which are 
special favorites of yours, medications in which 


Vol UM at-\'/2r- in oys1adlelelt-] amere)abale(-laler 


Physicians, through ever increasing recommen- New 
dation, have long demonstrated their confidence GRIP-TIGHT CAP 
n the uniformity for Children’s 
Aspirin, the world’s first aspirin Greater Protection 
And like Bayer Aspirin, Bayer Aspirin for Chil- 
iren is quality controlled.'No other maker submits 
aspirin to such thorough quality controls as does 
3ayer. This assures uniform excellence in both 


forms of Bayer Aspirin 


You can depend on Bayer Aspirin for Children 
for it has been conscientiously formulated to be 
the best tasting aspirin ever made and to live up 
Com Galsm of-hicimnr-laelihmegelenelelame)meldelalelialcmenl-malalqs- 


aspirin the world has ever Known 


ayer Aspirin for Children—1% grain flavored 


Supplied in bottles of 50 


sts for samples on Bayer 


Aspirin and Flavored Bayer Aspirin for-Children. 
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“Touché!” 


corr.© 1932 JAMES THURBER 








For a better way to treat headache, 


prescribe Trancoprin 


How Trancoprin relieves pain: Because most pain is accompanied by muscle spasm and tension, good medical 
practice suggests use of an analgesic that will relax skeletal muscles as well as dim pain perception. Such an analgesic 
is Trancoprin — a combination of aspirin and Trancopal®, a proved, safe, skeletal muscle relaxant and tranquilizer. 
Trancoprin can be prescribed for any pain, except pain of such severity that a narcotic is needed. 


Dosage: Adults, 2 tablets three or four times daily; children (5 to 12 years), 


1 tablet three or four times daily. Each tablet contains 300 mg. of aspirin LABORATORIES 
and 50 mg. of Trancopal (brand of chlormezanone). Bottles of 100 tablets. New York 18, N.Y. 
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drugs anonymous 


One of the several hastily conceived and potentially dangerous suggestions for 
reducing drug costs is generic-name prescribing. The proponents of generic-name 
prescribing claim that it will lower drug costs significantly and—through supervision 
by the Federal Government—provide quality equivalent to that of trademarked 
drugs. We maintain that these claims are false. Here are some authoritative answers 
to the principal questions posed by generic-name prescribing. 


How much money would be saved if all prescriptions were written 
for generic-name drugs? 


“The [Rhode Island] Division of Public Assistance examined 10,000 drug prescrip- 
tions for welfare recipients for the purpose of determining the actual savings . . . of 
generic versus trade-name drugs. The drugs had cost $28,000. Substituting generic 
drugs whenever possible would have provided a saving of less than 5 per cent. 
Syracuse has made a similar study of drug costs with comparable results.” 


Rhode Island Medical Journal, 
January, 1961 


Are the savings worth the risk of sacrificing quality? 
“*. . . it is unsafe [to prescribe generically] because there is not sufficient policing of 
our standards... .” 

Lloyd C. Miller, Ph. D. 


Director of Revision of the U.S.P. 


**The naive belief that, if a product was not good, the FDA would prohibit its sale 
is just not realistic. ... it is completely impossible for the FDA to check every batch 
of every product of every manufacturer. . . . Hence the integrity and reputation of 
the manufacturer assume unusual significance where drugs and health products 


are concerned.”’ 
Albert H. Holland, M.D. 


formerly Medical Director of the 
Food and Drug Administration 


Smith Kline & French Laboratories, Philadelphia es os 
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Introducing PHILIP = ROXAN EK 


A new name in Pharmaceuticals 


Philips Roxane comes to you as a new name 

in American pharmaceutical manufacture. But 
our roots go deep. We have well-established 
resources in this country. In Holland and 
elsewhere in Europe, we have access to 
research from which substantial contributions 
have been made in the areas of human, 

animal and plant health. 


A wide range of new pharmaceuticals is now 
being developed which will have significant 
usefulness to you in your practice. 


For example, extensive studies are now being 
carried out in organic synthesis, vaccines, and 
radioactive isotopes. Some of these 
pharmaceuticals and biologicals are presently 
undergoing clinical trials in this country. 


One research project nearing completion is 

a measles vaccine, now undergoing extensive 
U. S. clinical trial. Another preparation, soon 
to be available, is a progestational agent 

which gives promise of offering distinct 
advantages over those presently available. 

A true progestin, it will have wide application in 
female disturbances without androgenic, 
estrogenic, or corticosteroid side effects. 


Philips Roxane has acquired affiliates 
throughout the United States, where research 
and development in human, animal and plant 
medicines are being greatly extended through 
their production facilities and sales 
organizations. 


The name Philips Roxane will become as 
familiar to you as the names of many other 

fine pharmaceutical houses in this country, 
whose products and people serve you faithfully. 


™ 
PHILIPS ROXANE, INC. COLUMBUS, OHIO SUBSIDIARY OF PHILIPS ELECTRONICS AND PHARMACEUTICAL INDUSTRIES CORP. 
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Brief and to the Point 


OFFER BEAUMONT BOOKLET—The Beaumont Memorial Foun- 
dation has published a souvenir booklet about the life and work of 
William Beaumont, M.D. The booklet is entitled “Beaumont and 
The Mackinac Island Miracle.” 

It is a most attractive brochure featuring a color reproduction of 
the famous painting by Dean Cornwell, “Doctor Beaumont At The 
Bedside of Alexis St. Martin,’ on the cover. This was printed as 
information for visitors to the Beaumont Memorial at Mackinac 
Island and will be on sale there and at the Grand Hotel at fifty cents 
a copy. Copies may be obtained also from MSMS, Box 152, East 
Lansing, Michigan. 

* +. K 

BRONSON CLINICAL CONFERENCE—On October 5, Bronson 
Methodist Hospital, Kalamazoo, will present a Clinical Conference 
on Problems in Gastroenterology. 

The program will be in the form of a symposium and will feature 
an outstanding group of panelists. Members of the panel will include 
Philip J. Hodes, M.D., of Jefferson Medical College, Malcolm B. 
Dockerty, M.D., of the Mayo Clinic, Edwin H. Ellison, M.D., of 
Marquette University and J. Edward Nerk, M.D., of Wayne University. 

Edward B. D. Neuhauser, radiologist in chief at the Children’s 
Hospital in Boston, will be the guest lecturer at the evening program 
and will address the group on “Some Problems in Gastroenterology,” 
following a dinner at the Harris Hotel. 

* * * 


SERVES BEAVER ISLAND—Sydney S. Schochet, M.D., of Sault 
Ste. Marie, began duties September 1 as the Beaver Island physician, 
succeeding Frank E. Luton, M.D., who retired after 60 years of 
medical practice. Doctor Schochet has been pathologist at the War 
Memorial Hospital at Sault Ste. Marie, and has had a career of 
pathology, private practice and teaching. 

* * * 

STATE M.D. HONORED—DeWitt T. Burton, M.D., Detroit, has 
been named by President Kennedy to the National Advisory Com- 
mittee on the Selection of Physicians, Dentists and Allied Scientists. 
Doctor Burton serves also on the Board of Governors of Wayne 
State University. 

+ * + 

NAMED CHAIRMAN—E. Eric Muirhead, M.D., of Detroit is 
chairman of the Scientific Committee of the Joint Blood Council, 
chosen at its recent annual meeting in New York. Gunnar Gunder- 
sen, M.D., LaCrosse, Wisconsin, is the Council president. 

* * * 


STRESSES AUTO SAFETY—An article “How Safe Is Your Car?” 
written by John R. Rodger, M.D., Bellaire, was circulated recently 
by the AMA Council on Rural Health to farm magazines. Doctor 
Rodger, chairman of the MSMS Study Committee on Prevention of 
Highway Accidents, is a member of that AMA Council. One of the 
points made by Doctor Rodger is the prediction that 5,000 lives could 
be saved annually “if all cars were equipped with safety belts and 
were used.” 


NEWS BRIEFS 
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NEWS 


OCCUPATIONAL HEALTH CONGRESS—The 
Annual Session of the Colorado State Medical Society will 
be combined this year with the Congress on Occupational 
Health, sponsored by the American Medical Association 
The meeting will be held at the Brown Palace and Shirley 
Savoy Hotels in Denver on October 1-4. Leonard E. Him- 
ler, M.D., Ann Arbor is one of the speakers 


* * * 


BRIEFS 


BOOKLET OFFERED—“Your Cholesterol Depressant 
Diet Cook Book” has been reprinted and is available upon 


request from Wesson, 210 Barrone St., New Orleans, La. 
* * . 


ESSAY CONTEST—tThe Trustees of America’s oldest 
medical essay contest, the Caleb Fiske Prize of the Rhode 


Island Medical Society, announce two subjects for this 


year’s dissertation, open to all doctors of medicine with cash 
prizes of $500. The subjects chosen are: “RECENT AD- 
VANCES IN THE TREATMENT OF MALIGNANT 
DISEASE,” and “CURRENT STATUS OF CARDIAC SUR- 
GERY.” For full information, write to the Secretary, Fiske 


POSTGRADUATE COURSES—The American Col- 
lege of Physicians has announced its “Schedule of Post 
Graduate Courses” for the fall-winter, 1961-62: Columbus, 
Ohio State University, September 18-23; Durham, N. C., 
Duke University, October 9-13; Mayo Clinic, Rochester, 
Minn., November 6-10; New York City, New York Univer- 
sity Medical Center, December 4-8; New Orleans, Ochsner 
Foundation Hospital, January 15-18, 1962; Ann Arbor, Uni- 
versity of Michigan Medical Center, January 29-February 2, 
1962; St. Louis, Mo., Washington University School of 
Medicine, February 12-16, 1962; Houston, Texas, Baylor Uni 


Fund, 106 Francis Street, Providence 3, Rhode Island. 
* * * 

STUDENT AlD—tThe Association of American Medical 
Colleges has published a 28-page booklet listing sources of 
information on financial aid to medical students. The book- 
let is free from the Association, 2530 Ridge Ave., Evanston, 
Ill 

* * * 
MEDICAL MEETINGS, U.S.A, 
ee American Academy of Pediatrics, October 2-5, Palmer 
KELLOGG ASSISTS—Rutgers University is planning House, Chicago. E. H. Christopherson, M.D., 1801 Hinman 


to establish a two-year medical school curriculum. The Ave., Evanston, Ill., Executive Director 


versity College of Medicine, February 19-23, 1962 


first class of 50 students is scheduled to enroll in the fall of 
1963. A $1,073,200 grant from the W. K. Kellogg Founda- 
tion will aid the university in establishing the program 


American College of Surgeons, October 2-6, Conrad Hilton 
Hotel, Chicago. William E. Adams, M.D., 40 E. Erie St., 
Chicago 11, Secretary 


newest 
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NEWS BRIEFS 


American Association of Poison Contro! Centers, October Schroeder, Milwaukee. Miss Joan D. McGucken, 756 N 
3, Palmer House, Chicago. Harry C. Shirkey, M.D., Child- Milwaukee St., Milwaukee 2, Administrative Assistant. 


ren’s Hospital, 712 South 30th St., Birmingham, Ala., Di- Radiological Society of North America, November 26- 
rector. December 1, Palmer House, Chicago. Mr. Maurice D 
American Academy of Ophthalmology and Otolaryngology, Frazer, 3145 O Street, Lincoln, Neb., Secretary 
October 8-13, Palmer House, Chicago. William L. Benedict American Medical Association, Clinical Meeting, Novem- 
M.D., 15 Second St., S.W., Rochester, Minn., Executive ber 27-30, Denver. F. J. L. Blasingame, M.D., 535 N. Dear- 
Secretary. born St Chicago 10, Executive Vice-President 
aA: ; American Academy Yermz ogy 2 Syphi , 
Indiana State Medical Association, October 24-26, Murat nase. a codemy of I ermatol sy and yphilology, 
December 2-7, Palmer House, Chicago. Robert R. Kierland, 


Temple, Indianapolis. Mr. James A. Waggener, Indiana State is 
M.D., Mayo Clinic, Rochester, Minn., Secretary-Treasurer 


Medical Association, 1021 Hume Mansur Building, Indiana- f ed 
American Academy of Orthopaedic Surgeons, January 27- 


February 1, 1962, Palmer House, Chicago. Mr. John K 


Hart, 29 E. Madison St., Room 910, Chicago 2, Executive 


polis 4, Executive Secretary. 
American Association of Blood Banks, October 25-28, 
Drake Hotel, Chicago. Frank E. Trobaugh, Jr., M.D., Pres- 


; ‘ z ; Secretary 
byterian-St.Luke’s Hospital, 1753 W. Congress, Chicago 12, 


* * * 


MORE GRANTS—Nearly 300 agencies across the na- 
tion received grants totaling $592,485 from the Smith Kline 


& French Foundation during 1960. More than $4 million in 


Secretary. 

Gerontological Society, November 10-12, Pittsburgh. Ro- 
bert W. Kleemeier, M.D., Washington University, St. Louis 
30, Secretary. F : : é 

' ar grants has been distributed by the Foundation since its 

American Association of Public Health Physicians, Novem 
ber 13-17, Detroit. J. M. Bistowish, M.D., P.O. Box 1568, 


Tallahassee, Fla., Secretary-Treasurer 


beginning in 1952 
During 1960, grants for education totaled $363,765, grants 
totaling $94,333 were made to institutions and organizations 
American Public Health Association, November 13-17, active in the field of mental health, grants totaling $122,787 
Cobo Hall, Detroit. Berwyn F. Mattison, M.D., 1790 Broad- were made to public charities and community improvement, 
way, New York 19, Executive Director and grants totaling $11,600 were made for specific research 


American Psychiatric Association, November 16-18, Hotel projects 


fair to excellent control in 91 of 104 diabetics (88%) _ 
results ... achieved with DBI use alone or combined with exogenous — ) 
of 104 “more useful and certainly more serene lives”... 


ee bli oa!? In many diabetics ‘‘phenformin (DBI) has been responsible for adjusting 
pro em life situations so that patients whose livelihood was threatened, whose 


peace of mind was disturbed because of lability of their diseases, have been 
diabetics 


restored to more useful and certainly more serene lives.”’ 


treated “no evidence of toxicity” duetopBi... 
with a relatively low incidence of gastrointestinal 


reactions ... were found in this series. 


i 


DBI (brand of Phenformin HCI-Nt— Rely on DBI, alone or with insulin, to enable a maximum number of 


B-phenethylbiguanide HCI) diabetics to enjoy continued convenience and comfort of oral therapy 
is available as 25 mg. white, 


scored tablets, in the satisfactory regulation of... 

pense Ee ae stable adult diabetes - sulfonylurea failures 
unstable (brittle) diabetes 

NOTE — before prescribing DBI the physician should be thoroughly familiar 


with general directions for its use, indications, dosage, possible side effects, precautions 
and contraindications, etc. Write for complete detailed literature. : 


u. s. vitamin & pharmaceutical corporation 


Arlington-Funk Laboratories, division # 250 East 43rd Street, New Y 


1. Barclay, P. L.: J.A.MA. 
174-474, Oct. 1, 1960. 





The most significant 
advance in analgesics 
since the isolation of 
morphine in 18O5 


Remarkable effectiveness 
and greater freedom 
from side reactions 
in the widest range 

of clinical applications 


FOR PAIN 


NUMORPHAN’ 


BRAND OF OXYMORPHONE, ENDO 


clinically tested for 5 years/evalu- 
ated in 120 U. S. hospitals/over a 
quarter of a million doses given/ 
more than 25,000 patients treated 


"A NEW ERA IN 
PAIN RELIEF, 


SUPPLIED: 


Vials: 10 cc., singly and in boxes of three. 


Ampuls: 1 cc. and 2 cc., in boxes of 12 and 100. 
(Each cc. of NUMORPHAN® contains 1.5 mg. 
oxymorphone as the hydrochloride.) 


Suppositories: 2 mg. and 5 mg., in boxes of 6. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 


°U. $. Pat. 2,806,033. 
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Abraham Becker, M.D., Robert Black, M.D., 
Reuben Lopatin, M.D., and Maurice Hauser, M.D.., 
Detroit, “Myotonia Atrophica: Electromyographic and Endo- 
crine Studies,” Archives of Physical Medicine and Rebabili- 
tation, May, 1961. 


Horace W. Davenport, Ph.D., Ann Arbor, “From the 
Viewpoint of a Basic Science Teacher,” Journal of the Ameri- 
can Medical Association, June 3, 1961. 


Harold A. Oberman, M.D., and A. James French, 
M.D., Ann Arbor, “Chronic Fibrocystic Disease of the 
reast,” Surgery, Gynecology and Obstetrics, June, 1961. 


Martin F. Bruton, M.D., F.A.C.P. and Robert S. 
Rosenbusch, M.B.A., Detroit, “Identification and Control 
of Major Industrial Medical Cases,” Industrial Medicine and 
Surgery, June, 1961. 


J. Reimer Wolter, M.D., Ann Arbor, “Diabetic Capil- 
lary Microaneurysms of the Retina,” Archives of Opbtbal- 
mology, June, 1961. 


Richard M. Caplan, M.D. and Arthur C. Curtis, 
M.D., Ann Arbor, “Xanthoma of the Skin,” Journal of the 
American Medical Association, June 10, 1961. 


Melvin A. Block, M.D., Detroit, “Current Management 
of Nodules and Malignant Tumors of the Thyroid Gland,” 
Clinical Medicine, June, 1961. 


Alfred M. Large, M.D., and Charles G. Johnston, 
M.D., Detroit, “Evaluation of the Portacaval Shunt,” The 
American Journal of Gastroenterology, July, 1961. 


Melvin L. Selzer, M.D., Ann Arbor, “Personality versus 
Intoxication as Critical Factor in Accidents Caused by 
Alcoholic Drivers,” Journal of Nervous and Mental Diseases, 
April, 1961. 


John S. DeTar, M.D., Milan, “Principles of a Program 
to Foster Family Practice,” Journal, American Medical Asso- 
ciation, June 17, 1961. 


W. B. Litton, M.D. and Merle Lawrence, Ph.D., 
Ann Arbor, “Electron Microscopy in Méniére’s Disease,” 
Archives of Otolaryngology, July, 1961. 


Mervyn H. Lakin, M.D., Robert F. Bradley, M.D., 
and George O. Bell, M.D., Detroit, “Acute Hyperthy- 


roidism in Severe Diabetic Ketoacidosis,’ American Journal 
of Medical Sciences, April, 1961. 


Mervyn Lakin, M.D., and Simeon Locke, M.D., 
Detroit, “Progressive Ocular Myopathy with Ovarian In- 
sufficiency and Diabetes Mellitus,’ Disbetes, May-June, 1961. 


A. R. W. Climie, M.D., T. L. Jarkowski, M.D., 
A. T. Salvaggio, M.D., and J. R. McDonald, M.D., 
Detroit, “Atypical Cells in the Blood Stream—Benign or 
Malignant,” Harper Hospital Bulletin, May-June, 1961. 


(Continued on Page 1220) 
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Sleep is safe as well as sound with Doriden. Because 5 years of clinical experience have proved 


its wide margin of safety, Doriden has become the most widely prescribed nonbarbiturate 
sedative. In contrast to barbiturates, there’s no need to restrict Doriden in the presence of 
renal or hepatic disorders. And Doriden rarely, if ever, causes respiratory depression; it is well 
tolerated by the aged and debilitated. All the benefits of safe and sound sedation come with 
a prescription of Doriden. For complete information about Doriden (including dosage, cau- 
tions, and side effects), see 1961 Physicians’ Desk Reference or write CIBA, Summit, N.J. sm 
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Lyle G. Waggoner, M.D., Detroit, “Lump in the 
Throat,” Harper Hospital Bulletin, May-June, 1961. 


W. S. Reveno, M.D., Detroit, “Gleanings—1961 Meet- 
ing American Thyroid Association,” Harper Hospital Bulletin, 
May-June, 1961. 


Richard E. Straith, M.D., James M. Lawson, M.D., 
and C, Jack Hipps, M.D., Detroit, “The Subcuticular 


Suture,” Postgraduate Medicine, February, 1961. 


J. S. DeTar, M.D., Milan, “Symposium on Medical 
Education: II Principles of a Program,’ Journal American 
Medical Association, June 17, 1961. 


A. B. Henderson, M.D., A. E. Prince, M.D., and 
J. B. Greene, M.D., Detroit, “Sickle-Cell-Disease Variants 
and Pregnancy,” The New England Journal of Medicine, 
June 22, 1961. 


Clarence E. Crook, M.D., Ann Arbor, “Wisdom in 
Geriatric Surgery,” The New Physcian, July, 1961. 


Winslow G. Fox, M.D., Ann Arbor, “Spiritual Needs 
of Older Persons,” The New Physician, July, 1961. 


Frederic B. House, &.D.. Ann Arbor, “The Rehabili- 


tant,” The New Physician, July, 1961. 


John Tipton, M.D., Ann Arbor, “The New Physician 
Looks at Aging,” The New Physician, July, 1961. 


C. Howard Ross, M.D., Ann Arbor, “Geriatrics Ahoy,” 
The New Physician, July, 1961. 


Robert D. Burton, M.D., Grand Rapids, “Nasal Bleed- 
ing in Children,” California Medicine, June, 1961. 


Robert O. Antoni, M.D., and Joseph L. Ponka, 
M.D., Detroit, “The Hazard of Latrogenic Pneumothorax in 
Certain Diagnostic and Therapeutic Procedures,” Surgery 
Gynecology and Obstetrics, July, 1961. 


Merle Lawrence, Ph.D., David Wolsk, Ph.D., and 
Brian F. McCabe, M.D., Ann Arbor, “Fluid Barriers 
within the Otic Capsule,’ Transactions, American Academy 
of Ophthalmology and Otolaryngology, May-June, 1961. 


James A. Greene, III, M.D., George S. Schools, 
M.D., W. Fred Fidler, M.D., and Winthrop Davey, 
M.D., Ann Arbor, “The Agar Gel Double-Diffusion Precipitin 
Technique in Tuberculosis: An Evaluation in 300 Patients,” 
University of Michigan Medical Bulletin, March-April, 1961. 


Philip L. Lauwers, M.D., James Conway, M.D., 
and §. W. Hoobler, M.D., Ann Arbor, “The Efficacy of 


Intermittent Peritoneal Dialysis,’ University of Michigan 
Medical Bulletin, March-April, 1961. 


Pierre J. Delorme, M.D., James A. McLean, M.D., 
and John M. Sheldon, M.D., Ann Arbor, “A Clinical 
Evaluation of Tridecamine,” University of Michigan Medical 


Bulletin, March-April, 1961. 


Martin J. Urist, M.D., South Haven, “Fixation Anom- 
alies,’ American Journal of Ophthalmology, July, 1961. 
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Each CYDRIL TABLET contains: 
(J-isomer) 1-phenyl-2 aminopropane succinate 7 mg. 
Each CYDRIL GRANUCAP? contains: 
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(Releasing the drug over a 6-10 hour period.) 
AVAILABLE: TABLETS — Bottles of 100, 500, 1000 
GRANUCAPS! — Bottles cof 100, 1000 
Request clinical samples and literature on your letterhead. 
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How to restore 
your patient's 


allergic balance 





the ‘‘classic”’ way 
... use specific 


desensitization for 


LASTING 
IMMUNITY 


For General Medicine, 
Internal Medicine, 

Eye, Ear, Nose, Throat, 
Pediatrics and Dermatology 


ALLERGIC BALANCE is determined by 
skin testing. Diagnostic Sets $2 and up. 
Skin test your patients quickly and 
safely in your own office. 


LASTING IMMUNITY is achieved by 
desensitization, economically, with 
IMMUNOREX, the ''classic’’ treatment 
(contains only the specific irritants to 
which your patient reacts). 


Send TODAY for a complete 
catalogue and, if you wish, a 
Physician's Handbook and 











Since 


1928 


Manual for Nurse Assistant; 
to Barry's Allergy Division. 


Berry Laboratories, Inc. © Detroit 14, Michigan 
Menufacturers of Biologicals and Pharmaceuticals 
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| IN MEMORIAM | 


ERNEST W. BLANCHARD, M.D.., fifty-five, Decker- 


ville physician for 26 years, died unexpectedly June 29, 1961 





Doctor Blanchard was graduated from the University of 
Michigan Medical School in 1932, served a two-year intern- 
ship in Detroit at Grace Hospital, then set up practice in 
Traverse City for a short time before beginning his practice 
in Deckerville, in 1935 

Deckerville’s first hospital was built by Doctor Blanchard 
in 1952. He served as Deckerville village president for 
several years and served on the board of education for 18 
years, most of that time as president, which title he held 
at his death. 

He was a past president of the Sanilac County Medical 
Society, and most active in the activities of the Michigan 
State Medical Society, serving as president of the County 
Secretaries organization in 1954. 


JOHN J. BURKE, M.D., seventy-five, Lake Linden 
physician, died June 29, 1961. 

Doctor Burke was graduated from Northwestern Medical 
School in 1910, serving his internship at Sacramento Hos- 
pital in Sacramento, California. After practicing in Algomah, 
Wisconsin, for a few years, he served as a civilian doctor at 
Fort Sherman in Chillicothe, Ohio and then practiced at 
Rice Lake, Wisconsin. He moved to the Torch Lake area 
in 1927 and served on the staff of Calumet and Hecla Hos- 
pital until its closing. He has been in private practice in the 
Torch Lake area since that time. 

Doctor Burke was a Life Member of the Michigan State 
Medical Society. 


DUNCAN A. CAMPBELL, M.D., eighty-six, Detroit 
eye, ear, nose and throat specialist for 60 years, died July 
2, 1961. 

A graduate of Wayne State University College of Medicine, 
Doctor Campbell served his internship and residency at 
Harper Hospital. 

Memberships included the American Academy of Ophthal- 
mology and Otolaryngology, Detroit Ophthalmological So- 
ciety, Detroit Society of Otolaryngology and the Detroit 
Academy of Medicine. He was a Life Member of the Michi- 
gan State Medical Society and Past-President of the Harper 
Hospital Golf Association. 


FREDERICK P. CURRIER, M.D., seventy-three, of 
Grand Rapids, died July 5, 1961. 

Doctor Currier was graduated from the University of 
Michigan Medical School in 1916, interning at Grand Rapids 
Blodgett Hospital. He was the first neurologist and psychia- 
trist to practice in Western Michigan. 

He was a retired member of the Michigan State Medical 
Society. Other memberships included the Rotary Club, Kent 
County Club and the Peninsular Club. Professional associa- 
tions of which he was a member are the American Psychiatric 
Association, American Academy of Neurology, and Central 
Neuro-Psychiatric Association. 


(Continued on Page 1224) 
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assures 
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rate, reproducible results are essential; with the t ab t no wasted tim 
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sensitive mercury thermostat ensures constant, dry ‘ or “loop.” A constant light source and 
37°C (+0.5°) temperature of plasma, thromboplas- magnifying viewer assure accurate observation. 
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IN MEMORIAM 


(Continued from Page 1222) 


JOSEPH G. ISRAEL, M.D., sixty-five, Detroit physi- 
cian, died July 7. 

A native of Russia, Doctor Israel attended New York 
University and Tufts Medical College. He was an instructor 
at the Detroit College of Medicine and a member of the 
International College of Surgeons and the American Col- 
lege of Surgeons. 

Dr. Israel, a surgical consultant for Grace Hospital, had 
been a member of the Selective Service Board in Wayne 
County for 31 years. He was active in the committee 
structure of the Wayne County Medical Society. 


DONALD McDIARMID, M.D., thirty-four, Muskegon 
physician, died in an accident July 8, 1961. 

Doctor McDiarmid graduated from Wayne State Univer- 
sity College of Medicine. He served in the Army from 1945 
to 1947. He was an associate member of the Michigan 
State Medical Society. 


EDWIN E. MILLER, M.D., seventy-seven, retired Flint 
physician, died July 1, 1961. 

Doctor Miller had practiced in Flint for 40 years. He 
was a Life Member of the Michigan State Medical Society 
and the American Medical Association. 


HAROLD F. OSTERHAGEN, M.D., fifty, Traverse 
City anesthetist, died July 6, 1961, in a hunting accident 

Doctor Osterhagen was graduated from the University of 
Iowa College of Medicine in 1935. He came to Michigan 
in 1946. 

He was a past president of the Michigan State Society 
of Anesthesiologists and the Grand Traverse-Leelanau-Benzie 
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IN THE RESTORATIVE 
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“THE PROBLEM 
DRINKER” 


At The Keeley /nstitute your patients 
are assured of receiving: 
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rehabilitative regimen 
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physician 
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care, medicines, laboratory work, room and 
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THE KEELEY INSTITUTE 
DWIGHT, ILLINOIS 


Member American Hospital Association, Member Illinois Hos- 
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County Medical Society, and former president of staff of 
Munson Hospital. He was a Fellow of the American Col- 
lege of Anesthesiologists and a member of the American 
Society of Anesthesiologists. 


LEAL K. SLOTE, M.D., eighty-four, physician in Con- 
stantine for 51 years until his retirement in 1951, died July 
6, 1961. 

Doctor Slote was graduated from the University of Michi- 
gan Medical School in 1900, following which he began his 
practice in Constantine. 

He was a past president of the St. Joseph County Medical 
Society and a Life Member of the Michigan State Medical 
Society. He served as a member of the Constantine School 
Board for 25 years. 


EDWARD H. STAHLY, M.D., sixty-four, medical 
director of Saginaw County Hospital’s Tuberculosis Division, 
died July 7, 1961. 

Doctor Stahly was graduated from the University of 
Nebraska College of Medicine and in 1929 he received a 
degree in tropical medicine and hygiene from the London 
School of Tropical Medicine and Hygiene in London, 
England. 

From 1929 until 1934 he was a medical missionary in India 
From 1937 to 1944 he served as a resident physician at 
Maybury Sanatorium in Northville, Michigan. In 1944 he 
became medical superintendent of Saginaw County Hospital 
and since then had served a key role in its executive ac- 
tivities 

He was nationally recognized for his work in the field of 
tuberculosis treatment and care. Memberships included the 
American Trudeau Society, National Tuberculosis Associa- 
tion, and Michigan Tuberculosis Association. He was on 
the staff of the Saginaw VA Hospital, St. Luke’s Hospital 
and Mt. Pleasant’s Central Michigan Community Hospital 
He had served as secretary of the Saginaw County Tuber- 
culosis Rehabilitation Service. 


JCC Opposes King Bill 


A resolution opposing the King-Anderson bill to 
provide health care for the aged through social security 
was adopted overwhelmingly by the U. S. Junior 
Chamber of Commerce at its annual meeting in At- 
lanta, Georgia. 


The resolution said the Jaycees believe the King- 
Anderson bill “would destroy our voluntary health 
program in the U. S.” and would be another step to- 
ward socialism. 


Copies of the resolution will be sent to President 
Kennedy, Vice-President Lyndon Johnson, HEW Sec- 
retary Abraham Ribicoff and to every member of 
Congress. 


The Jaycees instructed their national officers to re- 
quest time to testify against the bill at hearings of the 
House Ways and Means Committee this month. 
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Brighton Hospital meets the standards 12851 East Grand River 

established by the Michigan State One block south of U. S. 16 at Kensington Road 
Board of Alcoholism and is recom- Brighton, Michigan 

mended by that Board. ACademy 7-1211 
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Doctor, see BURDICK for 
electromedical equipment 
that works almost as hard 


as you do! 





The FM-1 PHOTO- 
MOTOGRAPH affords a 
greatly simplified method 

of recording the Achilles 

tendon reflex as a test for 

thyroid dysfunction. 

Using a standard ECG, it is 

a simple procedure to 
measure the PMG and 

calculate the duration 

of the reflex 


The UT-400 PULSED 
ULTRASOUND UNIT 
produces both pulsed and 
—_ energy. 
adiating area is 6 
square centimeters. 
Compact, the UT-400 weighs 
only 25 pounds complete. 


The EK-IIi CONSOLE 
ELECTROCARDIOGRAPH 
is a highly mobile unit 
combining the best in ECG 
instrumentation with 
convenience, 


The MW-1 MICROWAVE 
DIATHERMY can produce 
temperature increases 

up to 7.81°F, at a depth of 

5 cms. (2”). Floating arm 
permits fast, easy 
positioning of treatment 
directors. Compact and 
mobile, the MW-1 is perfect 
for the busy office, 


Burdick also offers a complete line of 
muscle stimulators, short wave diathermy 
units, infrared and ultraviolet lamps, cardiac 
monitors and electrosurgical apparatus, 
cardioscope, pacemaker, and defibrillators. 


THE G. A. INGRAM COMPANY 


4444 Woodward Aven 


ue, Detroit 1, Michigan 


Telephone: TEmple 1-6880 











| COMMUNICATIONS 


Wilfrid Haughey, M.D., Editor 
Journal of Michigan State Medical Society 
Battle Creek, Michigan 








Dear Dr. Haughey: 


I should like to refer to your Editorial “Kerr-Mills Act 
versus the King-Anderson Bill,” which appeared in the 
J.M.S.M.S., June 1961. In referring to the King-Anderson 
Bill you state, “No medical service or surgical service is in- 
cluded.” It has evidently not come to your attention that the 
King-Anderson Bill provides for Anesthesiology Service. 

At the present time individuals within our society are 
making every effort to acquaint our entire membership with 
this fact. As physicians in the private practice of medicine, 
we violently object to being placed in the category of 
hospital employees. 

I have number of communications from 
anesthesiologists concerning the disparity of the information 
that they have received from us and that provided in your 
Editorial. If it is at all possible 1 should like to respectfully 
request that this error be corrected. 


received a 


Sincerely, 

Ett M. Brown, M.D 
President, Michigan Society of 
Anesthesiologists, Inc 


July 24, 1961 


Eprror’s Note: The Bill reads, “Excluding, however,— (4). 
Medical or surgical services provided by a physician, resi- 
dent, or intern, except in the field of pathology, radiology, 
physiatry, or anesthesiology, and except services rendered 
in a hospital by an intern or a resident-in-training under a 
teaching program approved by a recognized body approved 
for the purpose by the Secretary 


Otto K. Engelke, M.D 
President-Elect 
Michigan State Medical Society 


> 
Dear Dr. Engelke: 


This is just a note to congratulate you on the excellent 
job which you did in your appearance before the House 
Ways and Means Committee in testifying on H.R. 4222, 
87th Congress. Your testimony was well presented and was 
definitely well received by the committee. 

All of us who had anything to do with the hearings 
were very proud of the appearances of all of the medical 
witnesses. I am confident that the cumulative effect of the 
statements presented on behalf of the national, state, and 
county medical societies will demonstrate without question 
the lack of need for legislation such as H.R. 4222. We are 
indebted to you for the obvious time and effort which was 
put into your presentation. You and Mike Riley have every 
right to be pleased with this job which was extremely well 
done. 

Sincerely yours, 

C. Josepu Stercer, Director 
Division 
American Medical Association 


Legal and Socio-Economic 


lugust 16, 1961 


Continued on Page 1228 
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oca-Cola, too, has its place 
inawellbalanced diet. As a 
pure, wholesome drink, it 
provides a bit of quick energy.. 
brings you back refreshed after 


CLL Ga, work or play. It contributes to 


good health by providing a 


* 


pleasurable moment’s pause 
from the pace of a busy day. 





The new WELCH ALLYN instrument 


case that offers you far greater 


* DURABILITY 

* CLEANLINESS 

* COMPACTNESS 
* BEAUTY 


The Sandura Case is molded in reinforced 
material to stand great shock or abrasion, 
with tarnish-proof soft rubber lining which 
ILLUSTRATED— protects instruments from shock. The en- 


Welch Allyn Oto- tire case can be washed or sterilized with 
scope-Ophthalmoscope 
Set No. 983, complete with alcohol. 
Sandura Case. 


THE MEDICAL SUPPLY CORPORATION 


OF DETROIT 
3632 Woodward Avenue TEmple 1-4588 TEmple 1-4589 Detroit 1, Michigan 
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COMMUNICATIONS 


Protection against loss of income from 
accident and sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


ALL PHYSICIANS 
SiLanate 


DENTISTS 
COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professionol Appointment Book sent to you FREE 
upon request. 








SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds, scientifically prepared tasty 
meals, congenial companionship. A real 


"Home away from Home” 


Approved by the American Medical Association 
and Michigan State Department of Social Wel- 
fare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge 


For further information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 








(Continued from Page 1226) 


Dear Doctor: 


The 10th Annual Conference of the U. S. Civil Defense 
Council will be held the week of October 16-20 in Los 
Angeles, Hotel Ambassador. Doctors with a civil defense 
responsibility or interest are especially urged to attend. 


The program is extremely worthwhile. Emphasis is on 
thermonuclear effects, radiation, survival, shelters, and re- 
actions in a disaster. Medical workshops on disaster and 
the physician’s role in the community civil defense program 
are timely and important topics to our profession. 


Sincerely, 

Rosert J. Samp, M.D. 

Area 4 Medical Representative 
USCDC Health Services Committee 


610 Odell Street 
Madison, Wisconsin 
July 17, 1961 


Work of AMA Council 
On Drugs Spotlighted 


Question: The AMA considers its drive 
for higher standards of training and its 
fight against quacks as its two major 
contributions—what does AMA rate as 
its third most important accomplish- 
ment? 


Answer: AMA’s long and constructive 
influence in behalf of greater scientific 
accuracy and more dependable thera- 
peutic agents. 


Exactly one year after AMA was founded, John B. 
Johnson, M.D., of Missouri, introduced in 1848 a 
resolution pointing out that numerous and important 
evils result from the universal practice of allowing 
persons, almost wholly ignorant, to engage in apothe- 
caries. He urged that schools of pharmacy be estab- 
lished and that rules be adopted that no physician 
patronize a druggist or an apothecary who deals in 
“patent” or secret medicines. 


Through the years, the AMA has helped to bring 


about new concepts of pharmaceutical integrity. 


In 1905, the AMA established the Council on 
Pharmacy and Chemistry (now known as the Council 
on Drugs) to police the widespread drug advertising 
which promoted false claims and secrecy of formulae. 


JMSMS 
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The Doctor's Library 


Acknowledgments of all books received will be made in this 
column, and this will be deemed by us as full compensation 
to those sending them. A selection will be made for review, 
as expedient. 








SURGICAL DISEASES OF THE CHEST. Edited by Brian 
Blades, M.D., Professor of Surgery, The George Washington 
University School of Medicine, Washington, D. C.; Chief 
Surgeon, The George Washington University Hospital, 
Washington, D. C. 267 illustrations. St. Louis: C. V. 
Mosby Company, 1961. Price, $22.00. 


This is a rather comprehensive summary of the surgical 
diseases of the chest presented by a host of authors writing 
in their particular fields. It is designed to be useful not only 
to chest physicians and surgeons alike, but to general prac- 
tioners and students of medicine who are interested in 
broadening their knowledge in this field. The subject material 
is stripped of minutiae and contains the hard information 
required to form conclusive judgments in daily practice. 


There is extensive development of tuberculosis and broncho- 
genic carcinoma. The surgical aspects of congenital and 
acquired heart disease are discussed in several excellent chap- 
ters. In addition to this, extended commentary on the less 
commonly encountered entities is present. All material is 
written in a readable concise fashion. An excellent pre- 
liminary chapter by Dr. Beattie elucidating pertinent basic 
physiology of the cardiopulmonary system lays the founda- 
tion for the following chapters. 


This book will be a well-placed item on the bookshelves 
of those who desire to keep current with the recent concepts 
of chest disease and on the latest possibilities in the surgical 
management of these problems. 

J.G.G. 


MANAGEMENT OF HYPERTENSIVE DISEASES. By Joseph 
C. Edwards, A.B., M.D., F.A.C.P., F.A.C.C., Assistant Pro- 
fessor of Clinical Medicine, Cardiovascular Consultant to 
Division of Gerontology, and Consultant in the Hyper- 
tension and the Cardiac Clinics, Washington University 
School of Medicine and Barnes Hospital, St. Louis, Mo.; 
Cardiologist and Director of Hypertension Clinic, St. Luke’s 
Hospital, St. Louis, Mo.; Active Staff Physician, Deaconess 
Hospital, and Member of Consultant Staff, Missouri Baptist 
Hospital and St. Joseph Hospital, St. Louis, Mo.; Con- 
sultant, Council on Drugs, American Medical Association; 
Medical Consultant, Fifth Army of the United States, Office 
of the Surgeon, Chicago, Ill. With Foreword by Paul 
Dudley White, M.D. Illustrated. St. Louis: C. V. Mosby 
Company, 1960. Price, $15.00. 


This is an up-to-date treatise which stresses the practical 
management of hypertensive disease. As the author states 
in the preface, it is written for the busy practitioner to 
provide the latest information in the management of the 
patient. 

The book deals not only with management, but contains 
chapters on the hypertensive drugs, their pharmacology and 
therapy, and also a chapter on the etiology of hypertension 
particularly essential hypertension, which is most informative. 
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Diagnostic aspects are also included, as well as a discussion 
of the electrocardiogram in hypertension. 

A special chapter dealing with hypertension and pregnancy 
is written by various authors. 

An extensive bibliography of reference is included. 

This would be a very important addition to the library 
of anyone who treats hypertensive patients. The reviewer 
considers it the best book on the subject that he has thus 
far examined. 


R.W.B. 


INTRA-ABDOMINAL CRISES. By Kenneth D. Keele, M.D., 
F.R.C.P., Consultant Physician, Ashford Hospital, Middle- 
sex (Staines Group) and Norman M. Matheson, F.R.C.P., 
M.R.C.P., F.A.C.S., Consultant Surgeon, Ashford Hospital, 
Middlesex (Staines Group). London: Washington Butter- 
worths, 1961. Price, $10.00. 


These British authors present this interesting monograph of 
close to 400 pages on the subject of the patient suffering 
from abdominal pain and vomiting. The book attempts an 
analysis of the diagnostic aspects of the problem, and out- 
lines early methods of management and diagnosis. 

The main theme of the book is the role of the diagnostician 
rather than the surgical aspect of these problems and empha- 
sizes the role of the internist in their investigation. 

Though the management is typically British, under the 
system of National Health Insurance, employing such avail- 
able facilities in the handling of these emergency situations, 
the text has wide application to our own problems when 
faced with these situations. Some of the antibiotic procedures 
involved might not be entirely acceptable here. 
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Tissue Diagnosis 


Allergy Tests Hematology 
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Bacteriology 


y Pregnancy Tests 
Basal Metabolism 


Chesleiry Protein Bound lodine 


Electrocardiograms _ Urinalysis 


Serology—Kahn and Wassermann 
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Oliver W. Lohr, M.D., Director 
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The book is well written and well illustrated, is brief in 
its discussion, and seems well organized. One objection, from 
the reviewer's point of view, is the cross-indexing, referring 
to chapters rather than to specific pages, which would be 
of definite advantage. 

The book is very interesting, particularly some of the 
illustrations, and well worth adding to one’s library. 

R.W.B. 


PHYSICIAN MOBILITY IN WAYNE COUNTY. By Celia 
Berlin Kliger. Privately printed, 1961. 


This book, privately printed by the author, is a thesis 
written in partial fulfillment of the requirements for the degree 
of Master of Public Health Administration, Wayne Univer- 
sity, Detroit, June, 1961. A copy will remain in the Medical 
School library as the only reference work of its kind. 

The subject matter deals with the movement of physicians, 
why they move, their schools, specialties represented; locale 
of offices in relation to homes and hospitals, economic status 
and population changes. A study was made of the military 
physician, racial and nationality groups, the woman physician 
and the changes in office building occupancy in relation to 
age and type of practice. 

Observations are drawn from a systematic, laborious and 
meticulous examination of the roster of the Wayne County 
Medical Society for the years 1948 and 1959, the same names 
being checked later in the AMA Directory for 1950 and 
1958. A 10 per cent sample was used as the base, and to 
this was added further sampling to secure information about 


the new physician. All the information plus current findings 
in the local telephone directory were plotted on the map 
of the Detroit postal areas, 

Some interesting findings emerge: 

Most doctors in the base sample were fifty-one to fifty-five 
years old, whereas new physicians were twenty-five to thirty- 
five. 

Doctors aged forty-one to sixty are leaving downtown 
office buildings. 

Of the physicians checked, 67 per cent came from the 
Michigan schools; 28 per cent were from out-state; 5 per cent 
were foreign graduates. But only 30 per cent of new 
physicians came from the local schools; 46 per cent were 
from out-state; 24 per cent were foreign graduates. 

Most of the migration was from downtown and the New 
Center area. More full-time specialists left than did part-time 
specialists. The southeast and southwest neighborhood areas 
lost both specialists and general practitioners. Migration is 
to the northwest area and to the northeast suburbs. 

Physician population changes follow general population 
changes, and this in general is determined by economic status. 

Significantly, 90 per cent of the original sample were in 
private practice; only 56 per cent of the new physicians are 
in private practice. 

When doctors move, proximity of office and hospital is 
more important than proximity of office and home. 

Wayne County lost 20.5 per cent of general practitioners 
and gained 20.5 per cent specialists. 

The book represents an original work, encouraged and 











THE PHYSICIAN 
AND THE CANCER PATIENT 


The American Cancer Society is concerned with the total cancer prob- 
lem. A crucial part of this problem relates to the cancer patient and 
his family. To help the medical profession explore ways and means of 
meeting the patient’s special needs, the scientific session of the Society’s 
next Annual Meeting at the Hotel Biltmore in New York City, October 
23-24, 1961, will be devoted to “The Physician and the Total Care of 
the Cancer Patient.” Various specialists will examine the psychological 
and physical problems facing the cancer patient and his family. Con- 
sideration will be given to such topics as decisions in the early care of 
the cancer patient, counselling the cancer patient, what the 
patient should be told, care of the advanced cancer patient, 
society’s role in service to the cancer patient. 

Through such meetings, the American Cancer Society serves 
the medical profession by providing a forum for an exchange 


of information and experience concerning the cancer patient. 
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Plainwell 


Sanitarium 
PLAINWELL, MICHIGAN 
Member American Hospital Association 
EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 
Professional care for the nervous 
and mentally ill. 
Telephone MUrray 5-8441 
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guided by the writer's professor-advisor, Dr. Robert J. 
Mowitz. It is replete with forty tables, fourteen illustrations 
and 135 footnotes. It is sometimes bewildering in its com- 
plexity which speaks for the orderliness of the analytical 
process followed by the author. 

Whether a 10 per cent sampling of the type employed 
would appear valid to the trained statistician (some of the 
tables show as little change as one physician representing one 
specialty among eighteen studied), it remains that the work 
was painstaking, difficult and original. It has shown what 
was often suspected about the movements of physicians in 
relation to age, specialty and economic status. 

The author is accomplished in many ways. She is a 
graduate nurse, Highland Park General Hospital; Bachelor 
of Science in Education, Mercy College, 1960; Master of 
Health Administration, 1961. She has a long list of 
acknowledgments and recognitions and is a member of 
numerous professional societies. She is the wife of Dr. David 
Kliger, a well-known Detroit physician. 


L.J.B. 


LAENNEC: HIS LIFE AND TIMES. By Roger Kervran, M.D. 
Translated from the French by D. C. Abrahams-Curiel. 
New York, Oxford, London, Paris: Permagon Press, 1960. 
Price, $3.50. 

This is a very readable, interesting, biography of René 
Laennec, the inventor of the stethoscope, and early phthisio- 
logist. Dr. Kervran is a native of Brittany, near the area 
where Laennec lived. He presents more than a biography 
of his scientific work and medical contribution, and also 
includes anecdotes of his everyday life, tying it into the life 
and times in his native Brittany. 

It is an extremely readable book, of slightly more than 
200 pages, printed in good type. The reviewer, who is not 
particularly interested in biography, found the book most 
readable. 

R.W.B. 


HEREDITY IN OPHTHALMOLOGY. _ By Jules Francois, 
Professor of Ophthalmology at the University of Ghent, 
Belgium, member of the Academy of Medicine. Translated 
from the French edition, entitled L’Hérédité en Ophthal- 
mogie. 629 illustrations including 6 in color. St. Louis: 
C. V. Mosby Company, 1961. Price, $23.00 


The English translation of the author’s original French 
version is a most unusual and elaborately detailed exposition 
of ophthalmological conditions as they are related to specific 
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diseases or conditions or hereditary conditions. It discusses 
the Mendelian theory and the various inheritance philosophies. 
It has more than 600 illustrations, diagrams and pictures, 
mostly showing the inheritance characteristics or ideas or 
implications. Mutations, heredity and environment, genetics 
are all discussed. There are also sections devoted to here- 
ditary diseases of the eye, cataract, glaucoma, general diseases 
with ophthalmic manifestations, diseases of the blood and the 
endocrine system. They are all discussed. There are literally 
hundreds, in fact, 25 pages of author references. Harold F. 
Falls, M.D., of Ann Arbor, is referred to 36 times. It is a 
most interesting and intriguing book. 


BIOLOGY OF PYELONEPHRITIS. Henry Ford Hospital 
Symposium. Editors: Edward L. Quinn, M.D., F.A.C.P., 
Physician in Charge, Division of Infectious Diseases, De- 
partment of Medicine, Henry Ford Hospital and Edward 
H. Kass, M.D., Ph.D., M.A. (hon.), F.A.C.P., Associate 
Professor of Bacteriology and Immunology, Harvard Medical 
School; Associate Director, Mallory Institute of Pathology, 
and Associate Physician, Thorndike Memorial Laboratory, 
Boston City Hospital. Boston: Little, Brown and Company, 
1960. Price, $18.00. 


This is one of the few books in the field which synthesizes 
current knowledge of pyelonephritis. It contains excellent 
reviews on pathogenesis, experimental approach, the physio- 
biochemistry, and immunology of pyelonephritis. 

This serves as an excellent reference to current experimental 
thought on pyelonephritis. 

JAG. 


AT YOUR BEST FOR BIRTH (AND AFTERWARDS). By 
Eileen Montgomery, M.C.S.P. With a Foreword by H. L. 
Shepherd, Ch.M., F.R.C.O.G., Consultant Obstetrician and 
Gynaecologist, United Bristol Hospitals; Lecturer in 
Obstetrics, University of Bristol, Bristol: John Wright & 
Sons Ltd., 1959. Price, $1.75. 


This concise handbook is of value to the pregnant woman 
and to those teaching expectant parents. There are numerous 
diagrams with explanations of exercises, posture and muscle 
training which are of great value during pregnancy and the 
period following. 

The author has bridged the gap between the expectant 
parent and her doctor. Emotional reactions and fear of the 
unknown are excellently treated and in a language a lay- 
man can understand. 

J.R.P. 
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BOOKS RECEIVED 


SALMONELLA; SALMONELLA INFECTIONS. Bibliography 
of Literature, 1955—April, 1960. National Library of Medi- 
cine Reference Division. Compiled by Dorothy Bocker, 
M.D., Medical Officer. U. S. Department of Health, Edu- 
cation and Welfare. Washington, D. C.: Public Health 
Service, 1960. 


PHYSIOLOGY OF THE EYE. Clinical Application. By 
Francis Heed Adler, M.A., M.D., F.A.C.S., William  F. 
Norris, and George E. de Schweinitz, Professor of Ophthal- 
mology, University of Pennsylvania School of Medicine, and 
Consulting Surgeon, Wills Hospital, Philadelphia. 372 
illustrations; 2 in color. Third edition. St. Louis: The C. 
V. Mosby Company, 1959. Price, $16.00. 


THE FAMILY HANDBOOK OF HOME NURSING AND 
MEDICAL CARE, By I. J. Rossman, M.D., Ph.D., Chief 
of Professional Services, Home Care Department, Montefiore 
Hospital, New York, and Doris R. Schwartz, R.N., Assistant 
Professor in Outpatient Nursing, The Cornell University- 
New York Hospital School of Nursing, New York. A 
Dolphin Reference Book. Garden City, New York: Double- 
day & Company, Inc., 1961. Price, $1.45. 


THE MODERN TREATMENT OF ASTHMA. With Special 
Reference to Cold Therapy. By L. Banszky, M.D. (Berlin), 
L.M.S.S.A. (Lond.). Second edition. Bristol, England: 
John Wright & Sons, Ltd., 1959. Price, $5.00. 


ELECTRICAL IMPEDANCE PLETHYSMOGRAPHY. The 
Electrical Resistive Measure of the Blood Pulse Volume, 
Peripheral and Central Blood Flow. By Jan Nyboer, D.Sc., 
M.D., Chief, Division Cardiovascular Physiology Research, 
Electrocardiographer and Associate Physician, Department 
of Medicine, Harper Hospital, Detroit, Michigan; Professor, 
Department of Physiology and Pharmacology, Wayne State 
University Medical School, Detroit, Michigan. Foreword 
by Franklin D. Johnston, B.S. (Eng’g), M.D. Springfield, 
Illinois: Charles C Thomas, 1961. Price, $7.50. 


SYMPOSIUM ON GLAUCOMA. Editor, William B. Clark, 
M.D., F.A.C.S., Diplomate, American Board of Ophthal- 
mology; Professor of Clinical Ophthalmology, Tulane Uni- 
versity School of Medicine, New Orleans, La.; Chairman, 
Advisory Council on Ophthalmology, American College of 
Surgeons; Member, American Ophthalmological Society; 
Member, American Academy of Ophthalmology and Oto- 
laryngology. Associate Editor, Joe M. Carmichael, M.S.J. 
99 figures; 2 in color. Transactions of New Orleans 
Academy of Ophthalmology, 1957. St. Louis: The C. V. 
Mosby Company, 1959. Price, $13.50. 








Classified Advertising 


$2.50 per insertion of fifty words or less, with an 
additional five cents per word in excess of fifty 








WANTED PHYSICIANS: Internist for Association with es- 


tablished multi-specialty group in Detroit. $16,000-$18,000 
first year with annual increases. Reply Box 8, 120 W. 
Saginaw Street, East Lansing, Michigan. 


PROFESSIONAL BUILDING—30 x 60 brick two-story 


building with full basement suitable for medical-dental- 
legal business office and laboratory unit. For sale or rent. 
Will alter to suit tenants. Located in Detroit suburban 
area in desperate need of adequately trained people in 
medicine and surgery and Obstetrics and Gynecology. Ex- 
cellent new hospital facility readily available. Reply Box 
No. 10, Michigan State Medical Society, P.O. Box 152, 
East Lansing, Michigan. 


FOR SALE: Building near Detroit, designed and constructed 


as a hospital. Now vacant. Ideal for medical-professional 
office building or convalescent home. Contains 5,600 square 
feet floor space on 22,000 square feet of land. Ample 
parking. Area needs M.D. Pleasant terms. Call Mr. 
Hippler in Detroit at WOodward 3-4761. 


LARGE GENERAL PRACTICE including surgery and ob- 


stetrics available in thriving central Michigan area. Beauti- 
ful $35,000 office, fully equipped. Hospital privileges. Little 
competition in 14-mile area assures generous net income. 
Fine living conditions and large consolidated school. Reply 
Box 11, 120 W. Saginaw Street, East Lansing, Michigan. 


SECRETARY, capable of shorthand and typing, prefers posi- 


tion with a doctor located in Michigan. Available at the 
present time. Address: Mary L. Hagen, 205 West Julius 
Street, Berrien Springs, Michigan. 
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AUTHORITY RECOMMENDS A HACK SHOE 


"| usually prefer the Hack Outflare Shoe for the moderately severe deformities,” states Louis- 
ville's Dr. S. Pearson Auerbach in his contribution on “Common Foot Problems in Children."* 

He continues in his discussion of the treatment of metatarsus adductus, "When the deformity is 
extreme and there is an associated internal tibial torsion, | prefer the TARSO-PRONATOR Shoe." 


Whichever you may prefer, HACK'S will fit them. 








*Ped. Clinics N.A., 8:225 (Feb.) 1961, W. B. Saunders, Phila. 
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Day and night- 
less wheezing, 
coughing, labored 
respiration in 
chronic bronchitis 
and emphysema 


New Isuprel Compound Elixir is a bal- 
anced expectorant bronchodilator. It 
contains potassium iodide to promote ex- 
pectoration and relieve dry cough. Its 
three bronchodilators, Isuprel, ephedrine, 
and theophylline, keep bronchi continu- 
ously dilated. Luminal is included to ne- 
gate possible side effect from adrenergic 
medication and to provide very mild 
sedation for the patient. 


New Isuprel Compound Elixir alleviates 
symptoms...prolongs relief in chronic 
bronchitis and emphysema. 

Each good-tasting vanilla-flavored tablespoon 
(15 cc.) contains: 

Isuprel® (brand of isoproterenol) HCl ... 2.5 mg. 
Ephedrine sulfate 

Theophylline 

Potassium iodide 

Luminal® (brand of phenobarbital) 

Alcohol 

Adult Dose: 2 tablespoons 3 or 4 times daily. 


How Supplied: Isuprel Compound Elixir is sup- 
plied in bottles of 16 fi. oz. 


New 


ISUPREL 


compound 


. 
iithnop LABORATORIES 
New York 18, N.Y. 


ISUPREL AND LUMINAL, TRADEMARKS REG. U. S. PAT. OFF. 
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AN AMES CLINIQUICK® 


Quality of diabetic control & 
Quantitation of urine-sugar 


In the diagnosis of diabetes, the urine-sugar 
test may be little more than a screening adju- 
vant. But in the everyday management of 
diabetes, the urine-sugar test is the most prac- 
tical guide we have.' Routine testing, however, 
should not only detect, but also determine the 
quantity of urine-sugar. Quantitative testing is 
essential for satisfactory adjustment of diet, ex- 
ercise and medication. Furthermore, day-to-day 
control of diabetes is in the patient’s hands. 
Quality of control is thus best assured by the 
urine-sugar test which permits the most accu- 
rate quantitation practicable by the patient. 











<a ee me 


Cuinitest® permits a high degree of practical accuracy and is very convenient.” Its clinically stand- 
ardized sensitivity avoids trace reactions, and a standardized color chart minimizes error or 
indecision in reading results. Cuinitest distinguishes clearly the critical 4%, %2%, %%, 1% and 

% urine-sugars. It is the only simple test that can show if the urine-sugar is over 2%.* Your nurse 
or technician will appreciate these advantages; your patient on oral hypoglycemic therapy will find 
them helpful. Furthermore, Ciinitest may be a vital adjunct in the management of the diabetic 
child or the adult with severe diabetes. 


(1) Danowski, T. S.: Diabetes Mellitus, Baltimore, Williams & Wilkins, 1957, p. 239. (2) McCune, W. G.: M. Clin. 
North America 44:1479, 1960. (3) Ackerman, R. F., et al.: Diabetes 7:398, 1958. 





FOR PRACTICAL ACCURACY OF URINE-SUGAR QUANTITATION 


Standardized urine-sugar test...with AMES 
COLOR-CALIBRATED GRAPHIC ANALYSIS RECORD Winer nese 


® A line connecting successive urine-sugar read- er] 
ings reveals at a glance how well diabetics are (] ) 
cooperating. Each Cuinitest Set and tablet re- | 


BRAND Reagent Tablets _ fill contains this physician-patient aid. ot 














In recent taste tests by over 800 children, 


taste- tested the flavor of Vi-Sol® was preferred over 


other chewable vitamin tablets...as much 
as 2 to 1 in some cases. 


b experts Vi-Sol chewable vitamins are reformulated 
on an authoritative basis,* with practical 
F Goat fe Cc) ¥ modifications, to provide safe, rational lev- 


els of vitamins C, D and A for the growing 


(4 1ewal yle\ it am | ns child—preschool to adolescent. 


TRI-VI-SOL® * POLY-VI-SOL® * DECA-VI-SOL* *J.A.M.A. 169:41-45 (Jan. 3) 1959. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 

















